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Abstract 
Coping with Bereavement through the use of Optimistic Emotional Disclosure 
Kelly Lynn Gilrain, M.A. 
Jacqueline D. Kloss, Ph.D. 
 
 
 
Recent bereavement research has attempted to identify appropriate and beneficial 
interventions for those experiencing the painful mental and physical sequelae following 
the loss of a loved one. According to Fredrickson’s (1998) “broaden and build” theory, 
the lasting effects of positive emotions can transform people into more creative, resilient 
and healthy individuals. Using writing as a tool for emotional disclosure, this study 
compares those who are directed to write about their loss (ED), those who are directed to 
write about their positive beliefs, hopes for the future, and character-building aspects of 
experiencing the loss (P), and those who write about neutral events as a control (N).  
Results indicate that while all groups decrease in negative affect over time F (5, 55) = 
4.8, p<.01, the P group significantly increased their ability to ”actively cope” with their 
loss from baseline to a 6-week follow-up, t (2, 19) = -2.2, p<.05.  However, the P group 
also reported less “Acceptance” of the death at a 6-week follow-up when compared to 
their baseline level of acceptance, t (2, 19) = 3.52, p<.01. Individuals in the ED group 
report less “active coping” at a 6-week follow-up when compared to their baseline level 
of active coping, t(2, 20) = 2.73, p = .01. Interestingly, individuals in the ED group did 
not write solely about their negative emotions related to the death and instead wrote 
primarily from a positive perspective during each session.  To examine this phenomenon 
further, future research should explore the role of positive and negative emotion within 
the context of traumatic loss.
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1. Review of the Literature 
 
Several studies demonstrate that emotional disclosure has been effective in 
promoting better overall health and better adjustment to traumatic situations (Cameron 
and Nicholls, 1998, Pennebaker and O’Heeron, 1984; Pennebaker and Beall, 1986; 
Pennebaker, Kiecolt-Glaser and Glaser, 1988; Pennebaker, Barger, and Tiebout, 1989; 
King and Miner, 2000). Emotional disclosure has also improved immune system function 
by enhancing T-helper cell activity (Pennebaker, Kiecolt-Glaser, Glaser, 1988), by 
responding to Epstein-Barr virus reactivation (Esterling, Antoni, Fletcher, Margulies and 
Schniederman, 1994), and by increasing antibody responses to hepatitis B vaccinations 
(Petrie, Booth, Pennebaker, Davison, and Thomas, 1995).  Furthermore, emotional 
disclosure has also improved the psychological functioning of rheumatoid arthritis 
patients (Kelly, Lumley, and Leisen, 1997), lead to fewer self-report symptoms or health 
problems (Greenberg and Stone; 1992; Pennebaker and Beall, 1986; Pennebaker, Barger, 
and Tiebout, 1989), increased positive mood and grade point average (Pennebaker, 
Colder, and Sharp, 1990), and decreased absenteeism (Francis and Pennebaker, 1992). As 
emotional disclosure has been effective for numerous populations, specifically those 
dealing with a traumatic experience, its usefulness may also prove beneficial in a 
bereaved population.  As seen in previous research approximately 20% of individuals 
who engage in emotional disclosure exercises and asked to focus on a specific trauma, 
write about the death of loss of a loved one (Kloss and Lisman, 2002; Greenberg et. al, 
1996). However, it has been postulated whether or not this population needs an 
intervention during this process, as grief is seen by most as a normal and healthy aspect 
of bereavement.  
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Although bereavement is seen as a “normal” process, some individuals become 
socially isolated with their painful thoughts and feelings during this time. According to 
Herkert (2000) many people within our culture report feeling uncomfortable speaking 
about death and may withdraw from the bereaved individual.  Perhaps this is accounted 
for by the negative emotions including fear, sadness, hopelessness and anger elicited by 
death. Discussion about death may also be distressing because humans do not want to 
separate from their loved ones, and because we do not know what truly happens after 
death.  Furthermore, some people prefer to be alone during their time of grief, which 
further limits communication regarding the experience of the loss. Moreover, people who 
are experiencing grief may not always want to get beyond the grief as this may be a sign 
of “forgetting” the individual who has died (Herkert, 2000). In other instances, even those 
who mean well can provide the bereaved individual with advice that may lead to 
increased anxiety (i.e. – “it was probably for the best”, “at least you have other loved 
ones”, “it was a good way to go”). The problem of disclosure surrounding bereavement, 
then, is three-fold: (a) others may retreat from the bereaved individual, (b) the bereaved 
individual may retreat from others, or (c) if interpersonal communication does continue, 
it may not be in a way that will assist the bereaved individual through the grieving 
process. This, in turn, limits the emotional expression outlets for the bereaved individual, 
who most often may simply need someone to listen (Herkert, 2000).  These situations 
taken together indicate that bereaved individuals may be at a higher risk for keeping their 
emotions “locked up” since the topic of death is one with that our culture is 
uncomfortable.  
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Furthermore, as indicated by Goodkin et al. (2001), the process of grief may not 
only have a social and psychological impact on the individual, but also may have a 
negative physical impact on an individual’s autonomic, endocrine and immune systems. 
Similarly, Hall and Irwin (2001) find that although responses to bereavement vary 
depending on personal characteristics, social support, coping mechanisms, and self-
concept, depressive symptoms, that are common in the bereaved, may lead to an increase 
in the report of physical pain and a decrease in physical functioning and general health.  
Researchers in the area of bereavement have examined the course of 
symptomatology, physical outcomes of grief, the distinction between “normal” and 
“complicated” grief, and the potential growth experiences from the creation of meaning 
surrounding the death.  Intervention options have been explored based on bereavement’s 
similarities to both anxiety and depression. These intervention studies have utilized 
problem focused and emotion focused therapies, exposure therapy, and studied the value 
social support and coping skills during the course of grief. However, as indicated 
previously, this population is one that may isolate and not necessarily seek out 
appropriate help due to societal expectations and constraints surrounding death. Thus, an 
intervention that initially allows the individual to engage in a solitary activity, that 
provides exposure to the loss and the opportunity to create positive meaning about the 
loss, may prove beneficial for this population.  
Furthermore, as the bereaved tend to experience a sequelae of negative emotions 
following the loss, coping skills previously utilized may not be as diverse and ultimately 
beneficial as those used under different circumstances (i.e. – social support, humor, 
acceptance, positive reframe). Fredrickson (1998) finds that positive emotions have the 
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ability to help broaden cognition in terms of novel and innovative thought, problem 
solving and possibly coping, all of which assist in subsequent behavior change. She 
further finds that positive emotions provide the opportunity for one to build up physical, 
social and intellectual resources.  Thus, an intervention that allows for the initiation of 
positive emotion may facilitate an increase in coping skills, and incorporate different 
avenues of thought regarding the loss, and help one to build up resources needed to deal 
with this painful process. 
The present study will utilize Pennebaker’s model of emotional disclosure 
(Pennebaker, 1997) as a means to promote optimism for those in a bereavement period. 
Using writing as a tool for emotional disclosure, this study will compare those who are 
directed to write about their loss (ED), those who are directed to write about the positive 
beliefs, hopes for the future, and character-building aspects of experiencing the loss (P), 
and those who write about neutral events (N) as a control. It is hypothesized that the P 
group will fare better on trait anxiety, depression, grief, hopelessness, coping styles, and 
optimism scales then the ED and the N groups. It is also hypothesized that the ED group 
will fare better on trait anxiety, depression, grief, hopelessness, coping styles, and 
optimism scales compared to the N group. These differences will be shown through a 
decrease in trait anxiety, depression, grief, and hopelessness with an increase in coping 
styles and optimism. Furthermore, it is believed that the P group will exhibit more 
positive affect and less negative affect after writing than the ED group.  
First, bereavement will be defined, models of bereavement will be explored and a 
review of the literature will reveal the differences between the terms normal grief, 
complicated grief, and traumatic grief. Furthermore, the construct of grief will be 
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contrasted with depression and anxiety. Second, coping strategies such as avoidance, the 
creation of meaning, and humor will be examined as will the process of “working 
through the loss” or “making meaning”. Similarly, the benefits and drawbacks of 
avoidance will be addressed as well.  Third, current interventions for grief will be 
explored including psychotherapy and psychopharmacology. The search for 
improvements on our current treatments will lead into a review of the emotional 
disclosure literature, and focus on studies exploring the benefit of writing with a bereaved 
population. Finally, the field of Positive Psychology and its focus on optimism and hope 
will be explored as an even further valuable addendum to the emotional disclosure 
exercises used effectively in previous research studies. 
 
1.1 Models of Bereavement 
 
Bereavement is defined as the state of sorrow over the death, or departure, of a 
loved one. It is the actions or expressions exhibited by one who has experienced a loss 
and is identified as the time period during which a death is mourned. On the other hand, 
grief is defined as profound mental anguish and intense sorrow arising from bereavement. 
Ultimately, bereavement is the time period during which one exhibits grief expressions 
and grief is the emotion arising from the loss. 
Historically, the terms bereavement and depression (melancholia) were difficult to 
tease apart as both are similar in presentation and symptomatology. The study of 
melancholia dates back to Hippocrates, in the 4th Century (Braceland, 1972), however, 
the nature and purpose of bereavement has only been explored for a few decades. 
Melancholia, currently recognized as depression, is viewed from a medical standpoint 
and as such is treated with our traditional methods of treatment including psychotherapy 
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and psychopharmacology. Although bereavement’s presentation is similar to depression, 
a debate ensues as to the best course of treatment for those who are bereaved. Before 
exploring treatment options, it is important to delve into the history of bereavement, its 
similarities to currently acknowledged illnesses – namely, depression, anxiety, and 
trauma - and its purpose and place within the medical and mental health communities. 
The following models will be explored 1) psychoanalytic theory and Griefwork; 2) 
attachment theory; 3) psychosocial theory; 4) stage models; and 5) cognitive and 
emotional theories.   
 
1.1.1 Psychoanalytic and Griefwork Model 
 
In Freud’s (1917) “Mourning and Melancholia” he examines the concept of loss 
and distinguishes between mourning and melancholia by indicating that mourning is the 
reaction to the loss of a loved one, whereas melancholia is identified by the inability to 
recover from a loss and to return to daily activities.  While Freud drew similarities 
between melancholia and mourning, he saw melancholia, or depression, as more closely 
related to a pathological illness characterized by “self-reproach”, “inhibition of all 
activity”, and “loss of the capacity to love” (p. 244).  Freud believed that an individual 
who is mourning would eventually overcome this negative state, as there would be 
opportunity to deal with and process the loss. However, he indicates that any interference 
with this natural progression may be unwise or detrimental to the individual as it may 
interfere with the mourner’s opportunity to work through the grief. 
Freud’s work in this area of loss is now known as the original Griefwork. He 
indicates that emotional attachments are created (cathexis) and hold individuals together. 
At the time of death, there is a need for de-cathexis, via the process of 'letting go' of 
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attachments to the deceased. As Fred postulates, every loss generates both negative and 
positive feelings. Thus, the mourner tries to deny the negative emotion and subsequently 
identify with the lost love object. This act inhibits the detachment from the lost object and 
may be the cause of melancholic symptoms. The objective of Griefwork is the ability to 
establish a new identity in which the deceased has no part. It is the job of the mourner to 
separate himself from the influence of the dead on his life by letting go of the emotional 
and intellectual attachments formed with the deceased.  Freud believed, that the mourner, 
after a period of pain, would be free from the attachment and have the ability to continue 
on with his life. Yet, in the case of the melancholic, pain remains, and criticism of the self 
continues. Thus, the melancholic, who is experiencing a more profound type of grief, 
does not have the ability to disentangle himself from the attachment that is now lost.  
 
1.1.2 Attachment Model 
 
John Bowlby, challenged the importance of identification in Freud’s work. 
Consequently, he developed his attachment framework to explain how people form initial 
and lasting bonds with others and to explain attachment behaviors with others. He 
attempted to explain psychological disturbances like anxiety, anger, depression and 
emotional detachments that result from separation or loss.  As defined by Bowlby (1988), 
attachment behaviors, crying, anxiety, anger and clinging, are actions taken by an 
individual in an attempt to keep close proximity with another individual, who is viewed 
as better capable and able to manage the world. As Bowlby (1988) indicates, separation 
anxiety is a typical response to the threat of a loss, and mourning can be seen as the 
typical response after the loss has occurred. He indicates that an actual loss, or even the 
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threat of loss, will activate "attachment behaviors", and furthermore, believes that losses 
in later life may trigger these behaviors as well. 
During this time, researchers believed a clear distinction could be made between 
‘normal’ bereavement and ‘pathological’ bereavement. The differentiation was typically 
based on excessive or pathological symptomatology and length of time of bereavement 
period. Bowlby found that mourning generally lasts longer than six months and can 
continue for years. Additionally, he established that several components that were once 
thought to be pathological were in fact components of “healthy” mourning. Anger, 
disbelief that the loss has occurred, and a tendency to search for the lost person were all 
actions of the bereaved found to be prominent and similar to the actions of children 
seeking close proximity to their caregiver. Therefore, according to Bowlby, attachment 
behavior can be seen as the foundation by which we experience grief and loss and thus 
bereavement is viewed as the detachment of previously established attachments to 
another. 
 
1.1.3 Psychosocial Model 
 
C. M. Parkes was greatly influenced by Bowlby, and his view of bereavement 
incorporated the notion of attachment as well as ‘psychosocial transitions’. Parkes 
conducted a great deal of research in the area of adult bereavement in an attempt to 
establish a regular pattern of grief. Parkes (1988) found that adult grief behaviors were 
similar to the separation anxiety behaviors displayed by children. As indicated by 
attachment theory, specific behaviors (crying, anxiety, anger) are triggered upon 
separation from an attachment figure. In the case of adults experiencing a loss, these 
behaviors are triggered when the loss has occurred. Thus, Parkes research has been 
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helpful in confirming a relationship between childhood attachments, relationships with 
others and our grieving patterns in later life. He concludes that there are similarities 
between the security of attachment early in life to our adult attachments later on (i.e. – if 
one is securely attached as a child there is a greater chance of the individual recreating 
this secure attachment in subsequent relationships). Similarly, separation anxiety 
displayed early in life, that is thought to arise from early attachment relationships, may be 
comparable to grieving behaviors seen upon the loss of a loved one later on.  Thus, he 
also contends that our experience of grief is based on the notion of the loss of an 
attachment with another.  
Parkes theorizes that each individual must engage in and surmount a transitional 
period during bereavement in order to attain a healthy outcome. Ultimately, Parkes 
believes that we hold a set of assumptions prior to the death of an individual. At the time 
of death, or shortly thereafter, we must give up the original set of assumptions which are 
replaced by a new more appropriate set.  Thus, Parkes believes that there are ‘three tasks 
of grieving’ that include: (a) recognition and explanation of the loss; (b) emotional 
acceptance of the loss and (c) adoption of a new identity in the face of the departed other 
(Parkes and Weiss, 1983).  Parkes indicates that during certain aspects of the grief 
process, one experiences sadness and anger as he/she attempts to regain the lost 
attachment. Actions then vary as some “bargain” to regain their lost relationship, while 
others experience bouts of anger and depression surrounding their loss. As indicated in 
his work, he concludes that one cannot fully come to terms with their grief until they 
have passed through each of the grieving tasks.  Furthermore, Parkes investigates the 
notion of an “appropriate” time frame for bereavement. He determines that there is no 
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obvious conclusion to a bereavement period as the bereaved do not forget the past but 
instead learn how to live with a new situation (Parkes, 1985). 
Furthermore, Parkes contributes to the literature by noting that behaviors seen 
during bereavement also vary based on one’s culture and the social “norms” placed on 
those who are experiencing loss. Although rituals surrounding a death do vary, he does 
find that most cultures define the outcome of a healthy bereavement period as the ability 
of the individual to make “sense” of a world in which the attachment no longer exists.   
 
1.1.4 Stage Model  
 
Elisabeth Kubler-Ross was one of the first contemporary clinicians to openly 
discuss and write about the topic of death and bereavement. She became the first to 
dispute the older stereotypes surrounding death and the grieving period and encouraged 
people to take control of their grief. Kubler-Ross (1969) is perhaps most well known for 
her five-stage model of grief that she developed through her observations of behavior 
patterns of those who were grieving. The five stages of her model are denial, followed by 
anger, then bargaining, depression and lastly acceptance. Her work has spurred on others, 
as stage models have burgeoned since this time. For instance Engel (1964) delineates 
stages incorporating shock and disbelief, development of awareness, restitution, 
resolution of the loss, and idealization and outcome, while Rando (1984) suggests three 
phases of reactions to grief. Rando indicates that avoidance (shock, denial, and disbelief), 
confrontation (emotional state where aspects of the loss are experienced, and re-and 
establishment (grief symptoms lessen and a return to a degree of normalcy) are the phases 
in which one must pass to process their loss.  
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Although her stage model has come under heavy critique in past years, she holds 
a place as a pioneer in the area of bereavement as was one of the first clinicians to 
facilitate discussion and research in the areas of death and dying. While her work 
provides us with a possible account of the changes one experiences as they deal with 
grief, critique of her model includes the fact that there is no empirical data indicating the 
actual existence of her five stages or that people progress through them in any standard 
way. Additionally, her theory does not take into account human individuality or one’s 
need to exert some control over their treatment and their future. Furthermore, Kubler-
Ross does not touch upon the differences in the grief process between cultures, religions, 
personalities, and family dynamics.   
Aside from all of the criticisms of Kubler-Ross’ model, she does make a very 
strong assertion that it is hope that assists the dying or bereaved individual through the 
most painful times. Although not based on empirical data, she indicates in her book, that 
it is the “hope that occasionally sneaks in”, “it is the glimpse of hope that maintains 
[them] through days, weeks, or months of suffering” “it is [hope which becomes] a 
rationalization from the suffering at times” (p. 123). Thus, it may be that in order to 
endure difficult and painful situations, a small amount of hope may assist one in 
maintaining a positive attitude about their situation. 
 
1.1.5 Cognitive Behavioral Models 
 
While historically, most theorists and researchers have addressed bereavement 
from the Griefwork and attachment perspectives, there has been a recent increase in those 
utilizing a cognitive framework building upon work in the areas of stress and trauma 
(Bonanno and Kaltman, 1999). Subsequent to the creation of the post-traumatic stress 
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disorder (PTSD) diagnosis, researchers were able to employ a specific category of 
anxiety that focuses on loss-induced stress precipitated by trauma (Clegg, 1988). Acute 
stress, as defined by Clegg (1988) is the time at which events become so overwhelming 
that there is a breakdown of coping strategies.  Parallel with this breakdown of coping, is 
an immediate physiological arousal of the sympathetic nervous system. Physical 
symptoms during acute grief may thus include depersonalization, breathlessness, 
increased muscle tension, restlessness and panic attacks (Parkes, 1970). Although this 
activation is relatively short in time frame, over extended time periods, immune system 
functioning may be compromised (Clegg, 1988).  
The cognitive stress framework allows researchers to consider the connection 
between distressing life events and psychological and physical health. Thus, the primary 
emphasis here is on the mourner’s ‘subjective evaluations’ of the difficulties encountered 
because of the loss. As postulated by Lazarus and Folkman (1984) a specific situation is 
only considered stressful when an individual appraises it as threatening and does not feel 
that he/she has effective coping strategies available to deal with the stressor. Essentially, 
the individual will determine the extent to which he may come to harm, or profit due to 
the stressor and subsequently will assess his coping options to prevent the harm, or 
improve the chances of engaging in the benefit.  As such, it has been shown that when an 
individual encounters a stressful event he will deliberately utilize his available coping 
strategies (Lazarus, 1983). This model can be applied to a bereaved population since the 
mourner’s coping mechanism of social support may be disrupted, as the lost love was a 
large part of this functioning system. Thus, the death of a loved one may appear 
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overwhelming since previously utilized coping strategies (social support from the lost 
individual) is no longer an option. 
The definition of trauma is any emotional harm, or upset, that creates extensive 
and enduring damage to the psychological development of a person. Thus, those viewing 
bereavement through a trauma perspective view the loss of a loved one as similar to the 
experience of any other trauma (natural disaster, car accident, etc). From this perspective, 
the meaning ascribed to the traumatic event, or loss, is seen as central to recovery. This is 
because it is believed that recovery from the loss happens as one has the opportunity and 
ability to integrate the understanding of the event into their existing schemas (Bonanno 
and Kaltman, 1999).  The term “create meaning” can be divided into two different themes 
– ‘finding benefit’ or “what have I learned/gained from this experience or person” and 
‘making sense’ or  “how can I explain this event”.  In certain cases, the death of a loved 
one may defy comprehension or understanding (‘making sense’). Thus, some researchers 
(e.g. - Davis, Nolen-Hoeksema, and Larson, 1998) believe it more effective for the 
mourner to ‘find benefit’ from the experience rather than ‘make sense’, or explain, the 
loss. These constructs will be further elucidated in subsequent sections of this paper. 
Another area explored within the cognitive model of bereavement research is the 
notion that talking about one’s thoughts and emotions surrounding the loss may promote 
cognitive restructuring. Although the same behavior, attachment researchers, postulate 
that talking about the loss will allow the individual to abandon the attachment to the 
deceased. In contrast, trauma researchers suggest that disclosure facilitates the integration 
and cognitive restructuring of the loss. Within the trauma perspective, this reorganization 
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of thoughts is found to assist the mourner in processing his grief (Pennebaker, 1989; 
Pennebaker and Francis 1996.).   
According to Bonanno and Kaltman (1999) the area of emotion, distinct from 
cognition, is one that has not been specifically addressed in bereavement research. 
Although many recognize that emotions are an integral part of grief, there are distinctions 
that can be made between the two that may help in the development of intervention 
programs for this population. Grief is a long-term, multifaceted response that progresses 
slowly. In contrast, emotions are typically swift, transitory and operate within an 
organized system. Furthermore, emotions have the ability to mediate intrapersonal 
functioning (i.e. - behavior and physiological responses) and interpersonal functioning 
(i.e. - maintain social relationships) (Bonanno and Kaltman, 1999).  Thus, it is valuable 
for bereavement researchers to remember that emotions are changeable during a 
bereavement period, as they are transitory, and that they have the ability to mediate 
behavior, physiological response and social associations. 
The majority of bereavement research has focused on only the negative emotions 
surrounding loss such as sadness, anger, and guilt,  (Byrne and Raphael, 1999; Clayton 
et. al, 1974; Hall and Irwin, 2001; Jacobs, 1993; Lindemann, 1944;  Maddison, and 
Raphael, 1972; Mawson et. al, 1981;  Middleton et. al, 1996; Parkes, 1965;  Prigerson et. 
al, 1995; Wahl, 1970) where these emotions initiate specific behaviors such as reflection, 
defense, and blame (for a review see Fredrickson, 1998). Thus, since these behaviors are 
apparent during a bereavement period, and exist based on self-reports, we can accept that 
they are a prominent feature of grief. Although these negative emotions may have a 
somewhat healthy function during the bereavement period, persistent negative emotion 
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may not prove beneficial as it can lead to negative personal and social detriments 
(Watson and Pennbaker, 1989; Keltner, Ellsworth, and Edwards, 1993). Yet, during acute 
grief, one may need to experience negative emotions to assist with reflection  (indirect 
expression of blame) or defense (process that protects by reducing anxiety) from the 
distress as these can be seen as effective coping strategies during this time. 
Unfortunately, after a certain time these emotions may lead to social withdrawal, 
isolation and the disengagement from social support systems. In support of this concept, 
Bonanno and Keltner (1997) find that negative facial expressions of bereaved individuals 
at 6 months post loss were positively correlated with grief at 14 months post loss. Thus, it 
may be indicated that the more negative emotion one engages in earlier during the 
bereavement period the more negative the outcome.  
Similar to the finding that a decrease in negative emotion may prove beneficial 
for those experiencing grief, an increase in positive emotion may have a beneficial effect 
as well. As suggested by Bonanno and Keltner (1997) positive emotions have the ability 
to relieve the stress associated with bereavement by increasing contact, and thus social 
support, of others. Moreover, as indicated by Fredrickson (1998) positive emotions have 
the ability to create more stable intellectual, cognitive and social resources while also 
allowing an individual to engage in adaptive problem-solving behaviors. This positive 
emotional engagement may then allow the bereaved an opportunity to create meaning 
from the loss.  
  
1.1.6 Evaluation of Grief Theories 
 
Based on the wealth of information surrounding the area of bereavement and loss, 
it is clear that each theoretical model has a place within the area of bereavement research. 
 16
While Freud has clearly provided a great deal of information about the bereavement 
process, his notion of cathexis and the investment of energy is hard to quantify and thus 
difficult for researchers to provide empirical support. Attachment theory, although 
providing correlations between early attachments and later grieving processes, defines the 
experience of bereavement, but, does not focus on what we can do to provide relief for 
those experiencing grief. If an intervention were to be created based on this theory it 
would focus on the change of an insecure to a secure attachment style early in life to 
avoid a more distraught bereavement period later on. Since there is no support for the 
idea that those who are securely attached are able to avoid the pain of bereavement, the 
usefulness of attachment theory is limited.   
Bereavement researchers have also critiqued stage models, that introduced the 
‘taboo’ topics of death and dying to the general public. This is most likely due to the fact 
that grief is an individualized process and no set series of stages can account for each 
bereavement process. The psychosocial model, while inclusive in its acknowledgment of 
cultural factors surrounding the sequelae of symptoms surrounding the loss indicates that 
each individual must surmount three transitional stages in order to achieve a healthy 
outcome. These stages are difficult to operationally define and thus difficult for one to 
provide empirical support. On the other hand, Parkes does contribute an important idea in 
that a positive outcome of bereavement is when one can make sense of a world where the 
individual no longer exists. This seems to foreshadow the cognitive theorists and the idea 
of restructuring and reorganization. Hence, this paper develops its framework based on 
cognitive and emotional models.  
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The interaction between cognition and emotion lend themselves toward 
interventions such as cognitive restructuring, coping and exposure.  Furthermore, these 
areas acknowledge both trauma and stress research, which focuses on event appraisal, 
physical manifestation of symptoms and positive outcomes related to the creation of 
meaning of an event.  Moreover, the literature empirically supports the fact that cognitive 
change benefits those experiencing trauma and stress (Affleck et. al, 1987 Cameron and 
Nicholls, 1998; Cohen and Lazarus, 1973; Davis et. al,1998;  Foa and Kozak, 1986; 
Fontaine et. al, 1993; Francis and Pennebaker, 1992; Greenberg and Stone, 1992; Lazarus 
and Folkman, 1984; Nolen-Hoeksema et. al, 1993; Pennebaker and Beall, 1986; 
Pennebaker et. al, 1989;  Schwartzberg, 1993; Segal et. al, 1999; Stein et. al, 1997; 
Taylor, 1983; and Thompson, 1991). Since some view loss as both a stressor and a 
trauma, similar intervention techniques may prove helpful when applied to a bereaved 
population. Ultimately, cognition has an effect on emotion and vice versa, therefore, an 
appropriate intervention for this population should not ignore both of these areas. As 
noted by Kubler-Ross, and further studied by cognitive and emotion theorists 
(Fredrickson, 1998, 2000, 2001; King and Pennebaker, 1998; King, and Miner, 2000; 
Marlo and Wagner, 1999; Solovey et. al, 2000; Taylor et. al, 2000; Watson and 
Pennebaker, 1989) it is clear that the role of positive cognition and emotion has a place in 
the promotion of physical and mental health. Thus, those experiencing grief, and having 
the opportunity to engage in positive cognitions and emotions surrounding their loss may 
experience benefit in terms of increased hope, optimism, coping, mood, and physical 
health. 
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1.2 Varieties of Grief – Normal vs. Complicated 
 
While the term grief has been used historically to describe the emotional reaction 
to a loss, the terms “normal” and “complicated” grief arose as it was observed that some 
individuals eventually returned to a relatively normal state while others did not. As 
introduced by Parkes (1965), the severity of one’s grief reaction will depend on the 
individual’s attachment to the deceased.  As Parkes (1985) also indicates, not every loss 
is found to be detrimental. In fact, he indicates that some people come through their 
grieving period stronger than before. He examined differences between “normal” grief 
and “complicated” grief utilizing a sample of bereaved individuals. His analysis reveals 
that the majority of his sample were those experiencing complicated grief as they were 
the population most likely to reach out for professional help (Parkes, 1965). He 
ultimately determined that both “normal” and “complicated” grief share the same 
characteristics of depression, anxiety, apathy, insomnia, sense of presence of the 
deceased, and attempts to escape reminders.  Yet, he believes that two concepts, self-
blame or guilt and difficulty in accepting the loss, were significantly more profound in 
the complicated grief population. Consistent with this hypothesis, the one most common 
factor distinguishing the two types of grief is the unusual length of time that one 
experiences these disruptive thoughts, feelings, or emotions (Parkes, 1970). Thus, as 
evidenced by this study, Parkes finds that those who experience a higher degree of guilt 
and difficulty accepting the loss for longer periods of time can be classified as 
experiencing complicated grief.  
What can now be brought into question is the concept of “normal” grief and the 
fact that in the field of psychology the term “normal” is ever-changing. Yet, theorists 
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have attempted to define “normal” grief in contrast to “complicated” grief. Engel (1961) 
who views grief from a medical model perspective and likens it to a disease puts forth a 
rather comprehensive definition of normal grief. He indicates that, “grief runs a 
consistent course, modified mainly by the abruptness of the loss, the nature of the 
preparation for the event, and the significance for the survivor of the lost object…the 
initial phase of shock and disbelief…[is followed by] a stage of developing awareness of 
the loss, marked by the painful effects of sadness, guilt, shame, helplessness, or 
hopelessness, crying, sense of loss and emptiness, anorexia, sleep disturbance, somatic 
symptoms of pain, and loss of interest in one’s usual activities. Finally, a prolonged phase 
of restitution and recovery during which the work of mourning is carried on, the trauma 
of the loss is overcome, and a state of health and well-being re-established” (p. 18). 
In an effort to identify “normal” grief, prominent researchers in the field have 
thought it essential to differentiate it from “complicated” grief. Although there has been 
inconsistency between studies attempting to establish specific characteristics between 
“normal” and “complicated”, Freud (1917) found that in comparison to “complicated” 
grief, “normal” grief is not associated with a sense of worthlessness or long-term 
functional impairment as commonly seen with clinical depression. Wahl (1970) indicates 
that those who experience “normal” grief may possess some of the same emotions as 
those with “complicated” grief. Yet he finds that the “normal” grievers have the ability to 
transfer affection and dependency to others in the face of their loss.  Moreover, Perry 
(1990) ascertains that those experiencing acute “normal’ grief reactions may feel 
depressed, but do not typically exhibit a loss of self-esteem and experience unreasonable 
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guilt. He finds that “normal” grievers believe that their despair will pass, and have the 
ability to evoke empathy from others (as opposed to annoyance and aggravation).   
A variety of names have been used to identify grief that is different from the 
“normal” path of this experience. The terms complicated, pathological, and morbid have 
all been used to describe “non-normal” grief. Yet, it is the term “complicated” grief, first 
utilized by Engel (1961) that is most often seen in the literature.  
Wahl (1970) reports that those experiencing “complicated” grief include 
symptomatology of excessive, disproportionate, and prolonged symptoms in response to 
the death. Wahl (1970) conducted a psychiatric evaluation of 18 men and 10 women 
ranging in age from 17 - 62, who reported that they suffered from intense grief following 
the death of a loved one. His aim was to distinguish between those experiencing 
“normal” grief from those experiencing “complicated” grief. He concluded that 9 
individuals from his sample were suffering from “normal” grief, while 19 were suffering 
from “complicated” grief. His findings indicate that a “complicated” grief produces deep 
feelings of irrational despair, hopelessness, and the inability of the individual to 
acknowledge or cope with the feelings toward the deceased. Wahl (1970) concludes that 
those individuals experiencing “complicated” grief viewed their experiences and 
symptoms as incapacitating. As indicated by one patient, “I loved my husband and miss 
him terribly, but I know that there is something different about this grief; it doesn’t 
change or lessen” (p. 137). In fact, some of the participants in his sample indicated that 
they experienced a profound loss of their own identify as they did not know who they 
were without the deceased. 
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Lindemann (1944) notes that complicated grief reactions are a “distortion” of 
normal grief. He postulates that the components of these distortions include the delay of a 
reaction to the death, significant changes in relationships with others, hostility against 
specific others, decline of one’s own social and economic existence, and a deeper 
depression than those experienced during a “normal” bereavement. 
In an effort to identify and classify the symptoms, behaviors, emotions and 
cognitions of the “non-normal” grief, Frank et al. (1997) embarked on research looking at 
82 widows and widowers.  Their work and subsequent findings assisted them in creating 
and introducing the term “traumatic” grief. They indicate three reasons for their decision 
to change the term “complicated” to “traumatic” in naming this more profound type of 
grief. First, since “complicated” grief has a long history, that at one point referred to 
individuals who were experiencing a ‘psychotic’ type of grief, the term is outdated and 
lends itself to mistaken interpretations.  Second, as they examined the symptomatology of 
the more profound grief, they determined that the clinical presentation was more similar 
to a post-traumatic stress disorder than to psychosis and thus for their purposes, the term 
“traumatic” grief will be used. Third, the term “complicated” was too vague and could 
refer to a variety of distress symptoms. Furthermore, they concluded that the terms 
“pathologic”, “neurotic”, “distorted”, “morbid” and “abnormal” did not appropriately 
describe the symptomatology of this profound grief (Prigerson and Jacobs, 2001). 
Consequently, their investigation has led them to indicate that the term “traumatic” grief 
may be an entirely new disorder and DSM-IV diagnosis as it is recognizably different 
from “normal” bereavement. Prigerson and Jacobs indicate that “traumatic” grief differs 
from previously identified grief as symptoms differ and include separation distress 
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symptoms (preoccupation with thoughts to the extent of functional impairment, longing 
and searching for the deceased) and traumatic distress symptoms (disbelief about the 
death, anger, detachment from others). 
 Furthermore, as put forth by Horowitz, Siegel, Holen and Bonanno (1997) 
“complicated” grief disorder should be identified as its own entity as it embodies aspects 
of acute stress disorder, PTSD, dissociative amnesia, and adjustment disorder. Their 
study reveals that individuals experiencing extended grief identified intrusive thoughts, 
avoidant behaviors, and inability to adapt to the loss as primary symptoms of their 
distress. 
As may be noted to this point, bereavement can easily be defined as the reaction 
to the loss of an individual. Yet, differentiating between normal grief and pathological 
grief remains elusive. It seems that the most appropriate term to contrast “normal” grief 
may be “complicated” grief as those who work from the traumatic perspective are further 
establishing a difference between “complicated” and “traumatic” grief as well. Based on 
the literature those experiencing “normal” grief can expect to be subject to sadness, 
hopelessness, crying, sense of loss, sleep disturbance, and anhedonia. While all of these 
symptoms have the underlying component of negative affect, it must be take into account 
that this is a “normal” process that should ultimately result in the ability to transfer 
affection and dependency to others. Those experiencing “complicated” grief may exhibit 
the same emotional symptoms but in excessive and prolonged degrees. Additionally, 
these individuals may experience a delay in reaction to the loss, unreasonable guilt, loss 
of self-esteem and exhibit a profound loss of their own identify. These individuals are 
also unable to acknowledge or cope with their feelings surrounding the loss. 
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The most recent diagnosis criteria of Bereavement as defined by the DSM-IV 
follows:  
“ ...used when the focus of clinical attention is a reaction to the death of a loved 
one. As part of their reaction to the loss, some grieving individuals present with 
symptoms characteristic of a Major Depressive Episode. The bereaved individual 
typically regards the depressed mood as “normal”, although the person may seek 
professional help for relief of associated symptoms such as insomnia or anorexia. The 
duration and expression of “normal” bereavement vary considerably among different 
cultural groups. The diagnosis of Major Depressive Disorder is generally not given unless 
the symptoms are still present 2 months after the loss. However, the presence of certain 
symptoms that are not characteristic of a “normal” grief reaction may be helpful in 
differentiating bereavement from a Major Depressive Episode. These include 1) guilt 
about things other than actions taken or not taken by the survivor at the time of death; 2) 
thoughts of death other than the survivor feeling that he or she would be better off dead 
or should have died with the deceased person; 3) morbid preoccupation with 
worthlessness; 4) marked psychomotor retardation; 5) prolonged and marked functional 
impairment; and 6) hallucinatory experiences other than thinking that he or she hears the 
voice of, or transiently sees the image of, the deceased person.” 
 
It is apparent that the DSM-IV criteria rely on a 2-month timeframe as indicative 
of the end of a bereavement period and the beginning of a more clinical diagnosis. Yet, as 
noted previously, others (Freud, 1917; Bowlby, 1988; Parkes, 1988) have found that this 
time of transition can last up to, and over, many years. Thus, barring the existence of any 
of the above-mentioned “additional symptoms” from the DSM-IV code, it becomes the 
clinician’s subjective task to ascertain whether or not the individual is still experiencing 
the normal progression of grief or has moved beyond a “normal” path and into a more 
harmful one. If so, the term ‘complicated’ is used in the field as this indicates that the 
bereavement is now “complicated” with the development of a distinct identifiable 
disorder.  
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1.3.Conceptualization of Grief 
 
 As noted by Engel (1961) grief can be considered to lie within the medical 
framework of an illness as it features suffering, impairment of functioning and has an 
identifiable etiological factor. Additionally, the behaviors and feelings associated with a 
bereavement period are consistent with a medical illness including pain, tension, 
suffering, insomnia, fatigue and apathy. If one examines at the course of a traumatic 
experience, the individual experiencing the trauma often times returns to a normal level 
of physical functioning. This is not always the case when dealing with the trauma of a 
death, as grief is not always followed by a return to health.  Furthermore, Engel refutes 
the notion that only complicated grief should be classified as an illness, as normal grief 
simply means, “more common”. He believes that both types of grief are “not normal” in 
terms of the ultimate health of the individual and all those suffering from grief represent a 
departure from a state of well-being.  Thus, according to Engel, grief can be classified as 
an illness.  
In opposition to Engel (1961), Maddison and Raphael (1972) indicate that 
although very similar, grief must be differentiated from illness in an effort to know what 
is being treated – the grief or the symptoms arising from the grief. Although, they find 
that certain behaviors observed in the bereaved are certainly consistent with a depressive 
syndrome including early morning waking, agitation, and gastrointestinal disturbance, 
they feel that grief itself is not an illness because it is a natural course of events following 
a loss.  Thus, it is the symptoms arising from grief that the medical field should be 
treating as illnesses, not the grief itself. 
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Both of these researchers provide arguments for and against grief’s inclusion as a 
medical illness, the present paper will view the symptomatology of distorted emotions, 
cognitions, and behaviors arising from grief as those in need of treatment. As has been 
postulated and supported by many in the field, grief is a natural reaction to a loss. As 
such, it seems that our position should be to treat the sadness, sense of loss, despair, sleep 
disturbance, anxiety and hopelessness arising from the grief, but only when these 
symptoms become prolonged and problematic. 
 
 
1.3.1 Bereavement and Depression  
 
The differences and similarities between bereavement and depression have been 
compared for many years. Researchers have attempted to make sense of these syndromes 
in an effort to provide the most effective treatment. Clayton, Herjanic, Murphy, and 
Woodruff (1974), randomly selected and compared 109 widows and widowers at one, 
four and thirteen months after the death of their spouse to determine if the diagnosis a 
primary affective disorder – depression, could be given to all bereaved individuals. Their 
initial goal was to establish those who were depressed from those who were not 
depressed. Subsequently their aim was to differentiate and document the symptoms found 
within each group. Of the 37 symptoms that they ultimately defined, 19 were 
significantly more prevalent among the group diagnosed with depression, whereas only 1 
(“crying more easily”) was found predominantly in the bereaved group.  The remaining 
17 symptoms were not significantly different between the groups, yet four (“rather be 
dead”, “suicidal thoughts”, “retardation” and “burden”) were not found in the bereaved 
group at all. Clayton et al. (1974) indicate that although these groups do experience the 
same types of symptoms, and at times bereavement may look indistinguishable from a 
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depressive illness, one difference lies in the fact that those who are bereaved accept 
themselves as experiencing a normal reaction whereas the depressed group views 
themselves as experiencing a change and therefore seeks out professional help.  
In a comparison of 259 widows and widowers at 2, 13, and 25 months post death 
of a spouse, Zisook and Shuchter (1991) found that only 59 participants (23%) met the 
criteria for a major depressive disorder. Of these participants, 34% continued to meet 
criteria at 13 months and only 10% met criteria for the entire 25 months. Thus, it appears 
that the symptoms of depression are extensive for some and short-term for others. 
Moreover, Raphael et al (2001) indicate that there are differences between the 
phenomena of depression and bereavement. Those who are grieving may focus on the 
lost person, yearn, experience separation anxiety, externalize anger, experience sadness, 
seek the lost person and develop a sleep disturbance. Those who can be classified as 
depressed tend to embody the following symptoms: agitation, anxiety, internalization of 
anger, depressive affect, withdrawal, and sleep disturbances (showing more variation in 
sleep patterns), with an additional focus on negative interpretation of self and world 
experiences.  
Thus, the literature is clear that although similar in presentation, depression can be 
distinguished from bereavement.  While both report symptomatology of sadness, 
anhedonia and feelings of emptiness, depressive symptoms of anger and guilt are more 
internally focused on oneself. On the other hand, depressives report suicidal thoughts and 
amplified feelings of helplessness and hopelessness. Bereavement symptoms are more 
externally focused as one yearns for their lost loved one. Those who are experiencing 
“normal” grief become angry with the external world as grief pervades everyday 
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activities and serves as a reminder that the lost love is no longer available to engage in 
them. 
 
1.3.2 Bereavement and Anxiety 
 
In addition to the presence of depression among the bereaved, there has been a 
focus on the extent to which anxiety manifests itself in this population as well. Byrne and 
Raphael (1994) actually found a closer relationship between anxiety and bereavement, 
compared to depression and bereavement. As noted previously, the experience of grief is 
similar to separation anxiety experienced by young children.  In the face of a lost 
attachment, as is the case of a death, the individual may experience extreme anxiety, 
worry, insomnia, and nervousness. Thus, while general anxiety disorders may develop 
within the bereaved, it is important to distinguish these from the normal separation 
anxiety brought about by the separation from the deceased.  
As postulated by Frank et al (1997), the term “traumatic” grief may be more 
appropriate than “complicated” grief because similarities can be drawn between trauma 
and the experience of the loss of a loved one.  In this study, it was noted that each time a 
participant re-told the story of their loss, additional traumatic aspects of the experience 
emerged. Frank et al. (1997) also liken this condition to adult separation anxiety and 
treatment emphasis was focused on behavioral interventions, such as exposure therapy, 
that have been shown to be effective for those with for anxiety disorders (Barlow, 1988). 
Effectiveness of these same techniques (exposure – in vivo and verbal disclosure 
exercises, and relaxation techniques) are found to be promising as well in a bereaved 
population  (Frank et. al, 1997; Shear et al., 2001; Sireling et al, 1988; Schut et al, 2001; 
Mawson 1981).  
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Others (Schut et al., 1997) have identified the similarities between grief and post-
traumatic stress disorder (PTSD) in its presentation of intrusive thoughts and 
concentration problems. Additionally, Clegg (1988) indicates that PTSD does include 
“loss-induced stress”, that may result in one’s inability to utilize coping mechanisms in 
the face of an overwhelming stressor. Upon the establishment of an acute stressor, the 
individual may experience a sympathetic nervous system response where common 
sensations include: depersonalization, breathlessness, lack of energy, shakiness, and 
tightness of the chest. Similarly, those experiencing a period of acute grief have also 
reported these symptoms.  Thus, as indicated by Clegg (1988), it is not surprising that an 
individual who is grieving may report feelings of anxiousness. Still, it is clear, according 
to work by Raphael and Martinek (1997) that the individual experiencing grief does not 
necessarily meet the classification for PTSD as there may be different patterns of arousal, 
affects, preoccupations and intrusions (i.e. – anxiety evoked due to terror or threat versus 
separation anxiety).  Yet as put forth by the authors, these two phenomena do become 
difficult to tease apart as “traumatic” circumstances surrounding a death may lead to 
symptoms typically seen in a traumatic bereavement. In these situations Raphael, 
Minkov, and Dobson (2001) indicate that it may be best for interventions to focus first on 
the trauma and then on the facilitation of the grieving. Therefore, while interventions may 
actually be the same for both the loss and the trauma (i.e.- psychotherapy, exposure 
therapy) it may be most beneficial to focus initially on the trauma, as this may provide a 
better long term outcome for the bereaved.  
Prigerson and Jacobs (2001) put forth the idea that Traumatic Grief is a distinct 
disorder within the spectrum of bereavement. Traumatic Grief (TG) may be identified as 
 29
encompassing two characteristics - separation distress symptoms and traumatic distress 
symptoms. Furthermore, these researchers feel that TG is a distinct disorder that can not 
be identified as Major Depressive Disorder (MDD), Adjustment Disorder (AD), or Post-
Traumatic Stress Disorder (PTSD). Prigerson and Jacobs (2001) explain that distinct 
symptom clusters differentiate MDD from TG as both have different clinical courses, and 
both have different responses to pharmacological treatment. AD can be differentiated 
from TG as symptomatology of TG can last for years following loss and according to the 
DSM-IV-TR, symptoms of AD do not continue for more than 6 months after the stressor 
has been terminated. Lastly, the most important distinguishing feature between TG and 
PTSD is the notion that TG is a result of separation that causes separation distress, rather 
than the result of exposure to a horrendous event. Although those who experience PTSD 
or a traumatic bereavement may report disbelief, anger, shock, avoidance, numbness, and 
hopelessness about the future, the existence of a traumatic grief refers to a separation 
trauma. Furthermore, the authors note that criteria for PTSD do not include separation 
distress symptoms such as yearning, searching for the deceased, or loneliness resulting 
from the loss of the deceased. 
In sum, while those who experience “normal” grieving may experience some 
anxiety and selected PTSD symptoms, intrusive thoughts and preoccupation with the 
death, it is clear that there is a distinction between grief and an anxiety disorder.  A 
certain amount of separation anxiety should be expected upon the death of a loved, and it 
is only when this anxiety becomes overwhelming, and when the individual begins to 
exhibit more severe symptoms of anxiety, that one can be diagnosed with an anxiety 
disorder. As such, Prigerson and Jacobs (2001) presents a solid case for the inclusion of 
 30
traumatic grief as a new disorder. Ultimately it appears that effective treatment 
interventions, namely exposure therapy, may be the same for those experiencing 
“normal” grief, “complicated” grief and “traumatic” grief.   
 
1.4 The Positive Value of Mourning 
 
According to Maddison and Raphael (1972) grief is a reparative process that 
allows one to deal with the unavoidable trauma of a loss.  While the emotions and 
cognitions surrounding grief may be without end, the intensity of the grief does lessen 
over time (Herkert, 2000). Lindemann (1944) points out that while many may attempt to 
avoid the distress associated with bereavement, it will inevitably become expressed in 
other pathological or “disguised” ways.  Moreover, Parkes (1970) supports the notion that 
avoidance of the loss will ultimately lead to further complications in the bereavement 
process.  In a longitudinal study he finds that grief that is inhibited or postponed is related 
to more severe experience of these feelings when they do emerge. Additionally, Sturges 
(1970) indicates that distortion of emotions will occur unless grief is articulated. His 
utilizes a case example to provide support for this statement where a young medical 
student experienced the death of his father due to severe weather during a flight. After the 
incident, the young man withdrew from his family and refused to discuss the details of 
the death. His avoidance ultimately led to nightmares, fears of dying and panic during 
bad weather. It was only after he experienced the pain of his memories that he was able to 
resume his normal functioning. Furthermore, there is a significant amount of learning, or 
re-learning, that occurs during the grieving process (Parkes, 1985; Raphael, Minkov and 
Dobson, 2001). Based on this idea, perhaps as one adjusts to the loss, a positive 
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experience may occur as one learns that they have the ability to deal with difficulties and 
changes in their life.   
1.5 Coping 
 
1.5.1 Working Through the Loss, Making Meaning 
 
As indicated by Wortman and Silver (2001), the meaning of the term “working 
through the loss” is controversial at best.  Yet, most bereavement researchers agree that it 
“requires an active, ongoing effort to come to terms with the death” (p. 411). Thus, the 
notion of “coming to terms with” may actually refer to the meaning that we find or make 
about a situation. This being said, the term “finding meaning” in bereavement research is 
another area that has been elusive and varying from study to study. Davis, Nolen-
Hoeksema, and Larson (1998) indicate that the term “finding meaning” has been used to 
refer to 1) the understanding of the specific causes of the negative event; 2) the general 
sense of purpose in one’s existence; and 3) the perceived positive life changes that may 
stem from negative life events. Thus, future research needs to provide a consistent 
operationalization of the terms, “working through the loss”, “coming to terms with” and 
“finding meaning”.  In the face of the inconsistencies of these terms, I find that all of 
these terms refer to active adjustment processes that allow one to return to optimal 
psychological and physical health following a loss. 
As noted by Frankl (1963) it is our search for meaning that is vital to our survival. 
Furthermore, he finds that it is the “uniqueness and singleness which distinguishes each 
individual and gives a meaning to his existence…when the impossibility of replacing a 
person is realized, it allows the responsibility which a man has for his existence and its 
continuance to appear in all its magnitude…he who knows the “why” for his existence, 
will be able to bear almost any “how”. (p. 101). Thus, Frankl reminds us that meaning in 
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our lives and situations allow us to continue and grow and thrive. Frankl developed a 
school of thought called logotherapy and builds upon these ideas. Logotherapy finds that 
the primary motivating force for man is the creation of meaning in his life. Frankl asserts 
that the aim of logotherapy is to provide the patient with a more expansive perspective on 
the world thus allowing him to be fully aware of his own responsibleness to himself and 
others. This will ultimately provide him with the opportunity to create meaning specific 
to his own existence.   
Consistent with Frankl, Heider (1958) suggests that when we have the opportunity 
to place meaning on an event we may ultimately feel that we have more control over the 
event. Thus, since death is one instance where control must be relinquished, ascribing 
meaning to the loss may provide the bereaved with the ability to feel more of a sense of 
control. Furthermore, as found by Harvey et al. (1986), account-making, or the ascribing 
of meaning to the events in our lives, has the ability to provide one with a greater 
understanding of his life, enhancement of self-esteem, engagement in catharsis, initiation 
of an enlightened feeling, and an enhancement of hope. Thompson (1991) indicates that 
those who found meaning after surviving a stroke were better adjusted and experienced 
more positive effects (measured by a depression scale and a general meaning and 
purpose-in-life scale) as a result. Taylor (1983) believes that in order for one to adapt to a 
traumatic event they must be able to find meaning in the event, either by answering the 
question – “why did this happen?” or “what does my life mean now”. Although the term 
“making meaning” may still be slightly ambiguous, it does seem, as indicated by 
Bonanno and Kaltman (1999), that it is essential to the recovery of a distressing event 
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that one has the ability to achieve perspective or incorporate the loss into existing 
meaning constructs. 
Davis, Nolen-Hoeksema, and Larson (1998) report that there are two significant 
variations of “making meaning of an event”. The first is making “sense” of the loss and 
the second is finding “benefit” from the experience. As found by Davis et al (1998), 
making sense of the loss is the ability to provide an explanation for the event or the 
ability to fit it into existing schemas (i.e. – “it was God’s will”, “… had he not lived so 
dangerously he would be around today”). Variable such as, religious beliefs, pre-loss 
level of distress (measured before terminally ill patients passed away), and age of the 
deceased at death were predictive of those who ‘made sense’ of the loss. This strategy has 
been found to be beneficial short term (at 6 months post loss) as it affords the individual 
the opportunity to provide immediate order to a chaotic event. Yet, it is the “benefit- 
finding” associated with the experience that predicts long-term positive outcome. The 
researchers define benefit finding as one’s ability to uncover and focus on the positive 
consequences of the event (i.e. – “As a result of this event, I have a new appreciation of 
life”, “ I have changed for the better because of this experience”). Using a longitudinal 
design, (Davis et al. 1998) found that those individuals, who were able to find “benefit” 
rather than “make sense” of the loss, reported better adjustment, using self-report 
inventories, at 13 and 18 months post loss. Interestingly, dispositional optimism, 
measured by the Life Orientation Test (Scheier and Carver, 1994) predicted those 
individuals who would report ‘benefit’ finding and consequently reported lower levels of 
distress. Thus, based on this information it appears that engaging bereaved individuals in 
“making meaning” may best be tested by having the individual focus on the benefit, or 
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value found, through their loss as this is most predictive of better overall adjustment. 
Thus, the present study will examine individuals’ ability to create meaning, or find value, 
from their loss experiences. 
Harvey and Miller (1998) postulate that finding meaning is instrumental to 
finding hope, and without meaning, hope may not exist. Hope can be defined as the 
ability to look forward to something with confidence and conceptualized as a belief 
system or thought process through which positive emotions can be generated through 
future attributions. Furthermore, it is a wish or desire that is accompanied by positive 
expectation of its fulfillment. Hope, as indicated by Averill et al. (1990) is an elusive and 
hard to control emotion, yet, its existence is essential to us during times of stress and 
crisis as it allows us to continue working toward solutions even in the most pessimistic 
situations. Morgante (2000) indicates that hope is essential as it provides us with a vision 
of the future, an opinion of self and others, and gives us with a sense of control over our 
lives. It has further been suggested by Davis et al. (2000) that the particular explanation 
of another’s death is less important than the satisfaction or benefit-finding gained through 
the meaning created by the individual. Thus, it is the satisfaction found in the created 
meaning that leads to the evidence of hope, and it is this hope that enables us to endure 
difficult and distressing experiences. 
King and Pennebaker (1998) in a commentary entitled, “What’s so Great About 
Feeling Good?” provide more understanding into the relationship between “meaning” and 
happiness. They suggest that “meaning in life” and happiness are interwoven constructs 
that are difficult to tease apart. They indicate that not only is “meaning in life” a 
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characteristic of a good life, but the act of finding meaning is also correlated with 
happiness as well. 
Ultimately, as put forth by Davis, Nolen-Hoeksema, and Larson (1998) and 
adopted by the present research, the most effective way to conceptualize the term 
“making meaning” for a bereaved population is through the concept of “finding benefit” 
or as it may also be referred to  -  “finding value” - from the experience. In many 
situations surrounding the death of another there is no way to make sense of, explain, or 
fit the loss into an existing framework. As such, the strategy of “finding an explanation” 
has only been found to be beneficial short term, whereas individuals who “find benefit or 
value” from their loss experience appear to engage in more prolonged benefits. Thus, the 
present research will define the creation of meaning through the articulation of the values 
and benefits created as a response to the loss by the mourner.   
 
1.5.2 Humor  
 
Many researchers have explored the benefits of humor in a variety of stressful and 
psychologically and physically taxing situations (Lefcourt and Martin, 1986; Bonanno 
and Keltner, 1997; Cousins, 1979).  In Cousin’s (1979), Anatomy of an Illness, he rids 
himself of most medical interventions and employed the use of Vitamin C and “belly 
laughter” in the face of a life-threatening connective tissue illness.  Norman Cousins 
opted to utilize positive thoughts and laughter to rid himself of the illness that had 
rendered him immobile and confined to bed. He initiated his laughter with Candid 
Camera shows, Marx brothers’ movies, and humorous books and found that genuine 
laughter had an anesthetic affect, which provided him two hours of pain free sleep. He 
took sedimentation rate readings before and after each laughter “session” to determine 
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physiological changes. After each session he found a decrease of “five points” which he 
ultimately realized had a cumulative effect. As such, he was able to firmly believe in the 
saying, “laughter is the best medicine”. 
Lefcourt and Martin (1986) discuss the various theories underlying humor (see 
Lefcourt and Martin, 1986 for a full review) and suggest that humor can be seen as a 
moderator of stress. In three unique studies these researchers examined the beneficial 
effects of humor. The first study analyzed a series of measures pertaining to humor, stress 
and mood during weekly half-hour testing sessions. The second study also utilized self-
report measures of sense of humor and life events. Participants were asked to indicate 
events that occurred during the previous year and subsequently to rate their positive or 
negative impact. Participants were then instructed to use a variety of objects (shoe, 
drinking glass, aspirin bottle, etc) to create a comedy routine. If the participant were 
unable to create a humorous routine, they were simply asked to describe objects. 
Monologues about the objects were then scored for humor. A multiple regression was 
used to establish the mediating effect on the connection between negative life events and 
mood disturbance. Finally, the third study, looked directly at the participants ability to 
produce humor in a stressful situation. While watching a stressful film, "Subincision", 
participants were asked to create a humorous dialogue to accompany it.  Previously, 
participants used self report measures of mood and life events and subsequently 
participants were asked questions such as, "How likely would it be for you to normally 
use humor in this kind of situation?"  These additional questions was used to support the 
veracity of humor scores obtained from the dialogues. Findings from all three studies 
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provide evidence that humor can reduce the impact of stress and allows one to better cope 
with a negative situation.  
Bonanno and Keltner (1997) have also explored the benefits of enjoyment, or 
amusement, during bereavement in their work coding facial expressions. Their work 
established that the act of laughter enhances social relations and assists in one’s 
dissociation from distress.  Additionally they noted a correlation between the amount of 
laughter and reduction of grief over time. In order to code laughter or smiling of 
participants, they look for the difference between a genuine, or “Duchenne”, smile and a 
polite, or fake, smile. The Duchenne smile, named for Duchenne de Bologne (1862), is 
distinguished from the latter by involvement of the orbicularis occuli muscles around the 
eyes. In comparison, polite smiles do not utilize these muscles. Within this study, the 
researchers asked observers to code a silent videotape of the bereaved providing an 
account of their recent loss. Observers judged participants only on their facial expression 
and found that those individuals who engaged in real laughter (Duchenne) were thought 
to be better adjusted. While the individuals who engaged in polite (non-Duchenne) 
laughter, appeared, to observers, to be engaged in a greater amount of suffering.  
Additionally, the individuals who engaged in a greater amount of real laughter also 
produced more positive emotions and less frustration from the observer.  
Furthermore Duchenne laughter, the only type of laughter to be linked to genuine 
positive emotion, is an open-mouth smile that also involves the orbicularis occuli muscles 
and produces sounds. Bonanno and Keltner (1997) ultimately found that only those 
individuals engaging in Duchenne expressions correlated to the experience of positive 
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emotion during bereavement. Interestingly, only those individuals engaging in Duchenne 
expressions reported reduced grief at 14 and 25 months post loss.  
 The act of laughter, as indicated above, also appears to assist the bereaved in 
distancing him or herself from distress. Other studies (Martin and Lefcourt, 1983, Nezu, 
Nezu, and Blisett, 1988) have found that laughter is associated with improved 
psychological functioning during stressful situations. According to Martin and Lefcourt 
(1983), this happens as humor has the ability to moderate stress, particularly stressful 
situations seen in daily life events. Thus, laughter results in a reduction of tension and a 
cognitive shift to a more positive state.  
While, further research needs to be conducted to ascertain whether improved 
functioning during bereavement is due to laughter’s role in distancing one from negative 
emotions or due to the fact that laughter encourages interpersonal relatedness, the finding 
that the act of laughter promotes positive emotion and thus increases the probability of 
improved functioning is well documented. 
  
1.5.3 The Advantage of Avoidance   
 
Avoidance is defined as the act of turning away or ignoring a specific situation. 
Although, seemingly contrary to the solid foundation of literature supporting the cathartic 
effect of psychotherapy for the bereaved, “avoidance” has been put forth as an additional 
way to cope with loss. Lazarus (1983) postulates that self-deception, or denial, may also 
be a valuable way of coping with certain situations. In this case, denial is seen as the 
refusal to accept or believe a specific event. If a situation is too overwhelming for the 
individual to process and react to, denial, and thus possibly avoidance, may temporarily 
assist the individual manage it. In terms of the physical reaction of denial, or avoidance, 
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others (Cohen and Lazarus, 1973; Wolff, Friedman, Hofer, and Mason, 1964) have found 
that individuals who utilize avoidant-like forms of coping recovered from surgery more 
quickly and exhibited lower corticosteroid secretion. On the other hand, Lazarus (1983) 
also points out that the denial of certain stresses or situations can lead to negative 
consequences if adaptation to the stressful situation is necessary in order to survive. 
Since repression can be conceptualized as an avoidance strategy, Bonanno et al. 
(1995) measured repressive coping by looking at the discrepancy between subjective 
emotion and heart rate and utilized a structured clinical interview and self report somatic 
inventory to measure severity of grief. They report that those individuals who engaged in 
an avoidant-style of coping at 14 months, and those who avoided coping at 6 months, 
were able to attain good outcomes as measured by low levels of somatic symptoms. 
However, these findings need to be interpreted cautiously as Bonanno et al’s initial 
assessment was conducted at 6 months post loss. Their rationale for this time frame was 
based on the assumption that individuals would not be focused on the actual death prior 
to 6 months, as they would more likely be engaged in taking care of financial and 
administrative matters surrounding the death. This may be an inaccurate assumption that 
leads to erroneous conclusions about the most effective coping style. Many individuals 
contemplate and reflect upon the death of a loved one prior to 6 months post loss and not 
all of the bereaved are primarily engaged on administrative matters surrounding the 
death. Thus, there may be other variables, rather than avoidant coping style that account 
for Bonnano’s positive outcomes. 
On the other hand, others believe that the first phase of bereavement (typically the 
first year) is comprised of somatic-anxiety symptoms, coping behavior dilemmas and 
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intrapersonal and interpersonal problems (Williams and Polak, 1979; Parkes and Brown, 
1972). Furthermore Parkes and Brown (1972) indicate that there may be as much as an 
80% increase in visits to medical physicians within the first six months following loss. It 
is only when the symptoms of sadness, anhedonia, emptiness and anxiety fade that the 
individual focuses on more practical problems – specifically finances.  Thus, Bonanno et 
al’s study, which assumes that the sample was not focused on their grief prior to his 
intervention, may not be as compelling, since his sample may have had the opportunity to 
process their grief during the 6 months between their loss and Bonanno’s first 
assessment. Furthermore, even if individuals do not have the opportunity to deal with 
their grief within the first six months post loss, the effectiveness of avoidance is brought 
into question since many individuals are not able to adopt an avoidant coping style or 
avoidant behaviors during their bereavement period.  
As further indicated in this study, it can be found that one must have the 
opportunity and ability to dissociate from the negative emotions exhibited during 
bereavement as this will bring about the an increase in positive memories and attributions 
pertaining to the deceased. Thus, the conclusion can be drawn that 1) avoidant strategies 
may work for some but not all of a bereaved population; and 2) it may not be the 
avoidance per se that is helping the bereaved but the decrease of negative emotion 
coupled with the grief reaction.  
In another study, Bonanno and Keltner (1997) found that individuals who 
engaged in the expression of more positive emotional expression (during a clinical 
interview) exhibited fewer grief symptoms at 25 months. Additionally, anger, as seen in 
facial expression measures, appeared to predict increased grief at 14 months. Although 
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these findings are quite interesting, as they open the door for work in the area 
surrounding positive emotion and grief work, there are some limitations to this study. 
Although baseline data was recorded for depression, social support, perceived health, and 
impact of events, no analyses comparing these scores with those who exhibited positive 
versus negative emotions were conducted. Perhaps individuals who expressed positive 
emotions, and subsequently exhibited less grief, did not originally exhibit more 
bereavement symptoms initially. Also, Bonanno and Keltner (1997) again utilize a six-
month post loss time frame to conduct initial interviews of their participants. It may be 
more beneficial for future studies to attempt to assess grief earlier in the bereavement 
period as the first six months may have allowed for the opportunity to engage in social 
disclosure concerning the loss and thereby affect the emotions expressed during the initial 
interview. 
In contrast, Stroebe, Stroebe, Schut, Zech, and Van den Bout (2001) suggested 
that the process of Griefwork and therefore the resolution of grief, are not necessary 
components of adjustment for those who are grieving. Based on two studies looking at 
the effects of disclosure and the facilitation of adjustment to the death of a loved one, 
they do not find any correlation between those engaging in emotional disclosure and 
eventual outcome of bereavement. Thus, they indicate that it is the experience of time 
that will assist in the alleviation of symptoms arising from grief. It is questioned whether 
time itself is providing relief or the events that unfold during this time that assist the 
bereaved with their symptoms of grief (i.e. – social support and therapy) 
Consistent with Stroebe et al.(2001) and Sabatini (1988) utilized a crisis 
intervention model, a model that follows a specific strategy to assist one in confronting 
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the crisis, deal with the crisis and restore prior functioning for widowed individuals. He 
ultimately found that the adage, “time heals all wounds” was most appropriate for his 
population. He went further to indicate that this concept holds true as it takes time for one 
to detach from their emotional bonds with the deceased and invest their energy and 
emotions into a new object or person. Thus, it appears that time is serving as a facilitator 
in the grief process not that avoidance over the course of time is helping the bereaved. 
Subsequently, the exact mechanism of change underlying the adage, “time heals all 
wounds” continues to be elusive. Empirically, it seems that although the passage of time 
may facilitate recovery from bereavement, is it exposure to the painful experience, 
cognitive restructuring, emotional correction, the creation of meaning, or something else 
that is allowing the individual to “work through” their loss.  
Furthermore, as suggested by Wortman and Silver (1989), our society facilitates 
certain myths concerning coping and loss. They dispel these myths by indicating that 1) 
distress or depression is not inevitable following a loss; 2) failure to experience distress is 
not indicative of pathology; 3) “working through” the loss may not always be beneficial; 
4) recovery should not be an expected outcome; and 5) a state of resolution is not always 
achieved. Although they make interesting and novel contributions to the area of coping 
within bereavement research, Wortman and Silver base their ideas on research involving 
parents coping with a SIDS death and a study (Parkes and Weiss, 1983) that did not 
actually assess “finding meaning” in the loss.  In the former case, parental grieving has 
been identified as the most troublesome and complicated type of bereavement (Middleton 
et al., 1996) Thus, parents attempting to process their loss at any time period after death 
may ultimately reveal a higher rate of distress. Furthermore, in this particular study, the 
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population was composed of parents grieving the loss of their child to SIDS. As the 
medical community has little information about this syndrome, attempts to “work 
through” this loss, were defined in this study as “attempts to make sense of the death, 
searching for an answer for the death, and thinking of ways the death could have been 
avoided” may actually be hopeless since at this time, no one has these answers. 
Ultimately, this population may look different on ratings of distress had “working 
through” been defined more closely to the “benefit finding” model discussed previously. 
Instead of looking for a reason “why” this loss occurred, this population may have been 
more able to create benefit finding statements such as, “Although unfortunately short-
lived, I was able to experience and enjoy the emotions associated with a parent-child 
bond”.  Furthermore, this study may have been better able to measure grief through 
emotional acceptance of the death, decrease in depression and anxiety, and the ability to 
resume activities of daily functioning as opposed to intellectual acceptance of the death.  
Additionally, Wortman and Silver (1989) based their idea that working through 
loss is not necessary, on research conducted by Parkes and Weiss (1983). Furthermore, 
they cite a specific link found between the degree of yearning and subsequent 
psychological outcome (higher yearning leads to negative psychological outcome). What 
is not mentioned in Wortman and Silver’s review is the establishment of a connection 
between previous dependence in the lost relationship and the subsequent yearning as a 
reaction to the loss. Individuals found to be more dependent on their lost spouse, were 
found to yearn more, which consequently lead to fewer positive outcomes. Although 
significant, this correlation does not support the idea that “working through the loss”, or 
processing the loss, is an unnecessary task.  Furthermore, as indicated previously, Parkes 
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and Weiss did not identify or assess what “working through” the loss meant for this 
population. However, they do acknowledge that in the grieving process one must believe 
and accept that a change has taken place and subsequently begin a new life. Thus, 
conclusions drawn from this research do not support Wortman and Silver’s argument. 
Furthermore, Parkes and Weiss report that widows who grieved during the first year post 
loss were recovering much better than widows who were initially ambivalent about the 
loss as they were now (a year later) continuing to pine for their deceased husband. 
In her review of the disclosure and avoidance literature, Littrell (1998) examined 
when, and if, emotional expression should be considered a valuable clinical tool to be 
utilized with a variety of populations. Although she does not find much evidence in the 
literature to support the notion that the disclosure of traumas, or painful incidents, 
themselves are beneficial physically or mentally, she does find that it is the restructuring 
of cognitions during emotional expression that may be most beneficial to the individual.  
Furthermore, she indicates that if new learning can occur and the individual can develop 
a new response to painful material then exposure to a painful emotion may have an 
adaptive effect. This finding is similar to the concept of the creation of meaning 
discussed previously. In order to find benefit from an experience, one must engage in 
cognitive restructuring in order to see it in a different way. If the mourner can engage in 
the creation of meaning – a form of cognitive restructuring – he may incorporate the loss 
into existing schemas and see the world in a new way, which may be the cornerstone of 
positive interventions for this population.  
Moreover, Davis et al. (2000) find that some people, who experience grief, do not 
attempt to find meaning about their loss, and appear to adjust well to their situation. In 
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order to understand these individuals and their seemingly adaptive adjustment, it is 
important to first determine the nature of the lost relationship. It is quite possible that an 
individual may look favorably upon the end of the relationship, as it may symbolize the 
end of a stressful situation as in the case of an unhappy marriage or one involving heavy 
caregiving responsibilities. Another reason why one may not search for meaning in loss is 
due to the individual’s attachment history. As it is generally accepted, based on Bowlby’s 
attachment theory discussed earlier, early attachment styles influence the way one may 
cope with distressing experiences. Thus, if the individual is not the type who relies on 
emotional bonds, or invests very little of himself in relationships, he may not search for 
meaning and fair quite well independent of creating meaning in his loss.  
In sum, although small in number, some researchers have found that confrontation 
of a loss is not necessary to procure a healthy future. It seems that the strategy of 
avoidance may be beneficial for individuals who typically exhibit avoidant coping styles 
in general, have limited attachment in their relationships, are more dependent on their 
spouses prior to death and for those in stages of the grief process beyond 6 months. Yet, 
it still remains questionable whether or not the participants suppressing emotion or 
utilizing avoidant coping styles, ultimately found meaning in the loss. If these individuals 
did find meaning, whether in the sense of explanation or benefit finding, this factor may 
have mediated their adjustment to the loss. Thus, the creation of meaning, which is 
ultimately associated with cognitive restructuring, may be the key to effective treatment 
strategies for a bereaved population.  
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1.5.4 Problems associated with Avoidance and Inhibition 
 
Pennebaker (1990) believe that the inhibition of a stressor, requires one to 
actively work at the suppression of feelings. As the individual continues to inhibit his 
emotional expression, he experiences a higher baseline of physiological arousal, which 
serves as a source of physical stress (Berry and Pennebaker, 1993). As he expresses his 
emotions, drops in autonomic activity, particularly electrodermal activity, are seen. 
Pennebaker and his colleagues research indicates that the inhibition of specific thoughts, 
feelings and behaviors places stress on the body and ultimately results in the higher 
likelihood of acquiring a stress related illness. Furthermore, allowing one to disclose 
information about a personal or traumatic event in a non-threatening situation can lead to 
beneficial physical and psychological effects.  
Similarly, Schwartz and Klein (1995) discuss the possible links between 
repressive coping styles, inhibition and defensiveness. Repressive coping is defined as a 
coping style that inhibits objectionable thoughts or emotions so that specific goals (i.e. – 
better psychological health) can be achieved. The term inhibition refers to the 
psychological energy used to keep the objectionable information out of awareness. 
Individuals with a repressive coping style typically score high on social desirability and 
lie scales and report low negative emotions. Thus, these individuals may “fake good” by 
putting forth a more positive image than the one they may actually be experiencing. 
Those who engage in defensive coping styles typically score high on social desirability 
and lie scales while simultaneously reporting high negative emotion. These individuals 
also attempt to project a more positive emotional and physical image of themselves but, 
they will report experiencing negative emotion when asked.  
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 Schwartz and Klein report that defensiveness, and subsequent inhibition, is 
associated with psychological and physical health and decreased immune system 
functioning. Additionally, they indicate that in their previous research (Schwartz, 
Schwartz, Kline, and Eichling, 1992) increased frontal lobe activation was significant in 
highly defensive subjects. They suggest that a relationship may exist between a decrease 
in frontal activation and emotional disclosure (i.e. – lower frontal activation leads to more 
emotional disclosure or vice versa). Additional research in the area of repression has 
indicated that repressive coping styles actually decrease immune functioning (Schwartz, 
1990) and that a repressed coping style may lead to neoplastic disease (e.g. – diseases 
associated with tumor growth) (Jensen, 1987).  Additionally, Traue (1995) indicates that 
inhibition may be responsible for the link between chronic myogenic headaches and 
backaches, as reduced expressiveness and physiological responses are related to pain. 
Geiser (1989) finds that individuals who utilize repressive and defensive coping styles are 
more vulnerable to physical illness. Finally, Marlo and Wagner (1999) find that a 
negative correlation can be found between the inhibition of behavior, cognitions and 
emotions and physical and psychological health. Therefore, it appears that the benefits of 
disclosure are related to a decrease in frontal lobe activation and may protect individuals 
from physical illnesses such as colds, headaches, backaches, and even neoplastic 
diseases.  
Mawson, Marks, Ramm, and Stern (1981) conducted a clinical research study that 
examined these relationships further. Bereaved individuals were assigned to a guided 
mourning therapy group and compared to those not receiving any therapy. The therapy 
group engaged in activities similar to those found beneficial for anxious or traumatized 
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individuals. Therapists engaged patients in exposure exercises to avoided or painful 
memories, ideas and situations both in vivo and in real life. Patients were asked to 
describe the situations surrounding their loved ones death repeatedly and were also 
encouraged to visit places that brought about reminders of the death (i.e. – cemetery, 
hospital, etc.). Additionally, individuals engaged in “goodbye” sessions to the departed 
both aloud and in writing and were given writing assignment homework to write one 
page daily about their relationship with the bereaved. In contrast, the control group was 
simply provided information on techniques to avoid thinking of the deceased.  The 
control participants were taught how to utilize thought-stopping techniques and relaxation 
strategies and encouraged to “carry on” with their normal lives. Instead of being 
instructed to write about their deceased loved one, these individuals were asked to write 
one page daily about their current friends and relatives and these current relationships. 
Ultimately, results from this study show that those individuals engaging in the “guided 
mourning” showed significant improvement in the areas of behavior avoidance measures, 
distress during these behavior measures and phobic avoidance. Furthermore, the guided 
mourning group exhibited a decreased trend for anxiety, depression, global phobias, grief 
reactions, and difficulty thinking about the deceased. Thus, this study provides evidence 
that those who were instructed to avoid the feelings and behaviors associated with grief 
did not fair as well as those who were attempting to “work through” their grief. In a 
replication study, Sireling, Cohen and Marks (1988) found similar results with the guided 
mourning group doing significantly better by decreasing their avoidance of the loss and 
their distress from the loss, than the avoidant groups.  
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These results are consistent with Jourard (1971) who suggests that disease results 
when understanding of self does not take place. Thus, he contends that self-disclosure 
allows one to gain a greater awareness of the self and this act assists in favorable 
psychological and physical outcome. Furthermore, as noted by Nolen- Hoeksema, 
Morrow, and Fredrickson (1993), at times distraction techniques – behaviors designed to 
take one’s mind off a problem - may exacerbate symptoms and actually prolong them. 
Although the evidence for avoidant styles of coping are equivocal, there is a good 
amount of literature to support the idea that those who are able to emotionally disclose 
distressing thoughts may be protected from some physical illnesses including colds, 
headaches, backaches, and possibly even neoplastic diseases. Empirical evidence also 
supports the idea that those who do avoid distressing situations or thoughts do not fare as 
well as those who actively engage in exercises created to expose on to their grief. Future 
research focusing in this area should take personality characteristics into account when 
examining groups. Those who typically engage in avoidant styles of coping may fare 
better if they avoid distressful situations, while those who do not possess avoidant 
personality styles may fare much worse if instructed to do so. 
 
1.6 Traditional Approaches for Bereavement 
 
As noted by Jenike (1997), it is not always obvious what treatment a professional 
should choose to help those who are grieving. Thus, it is often difficult to determine 
whether those who grieve are in need of an intervention. Most often grief is a normal 
reaction to a loss that can be resolved with time and the engagement of social 
relationships. However, in certain circumstances grief can become complicated or 
exacerbated, thus intensifying depressive or anxiety components, and it is often difficult 
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to differentiate grief from depression or anxiety disorders that would respond well to 
therapy – either psychopharmacologic or psychotherapeutic.  
This paper, as mentioned previously, points toward the positive outcomes found 
in the creation of meaning, or benefit finding, of a distressing event. Alternatively, 
individuals who are unable to find benefit from their experience or those who simply seek 
assistance with their negative affect, cognitions, and emotions may find assistance 
through the development of more adaptive coping skills or through engagement in 
specific treatments such as psychopharmacology or psychotherapy. 
Psychopharmacology, psychotherapy, and coping strategies such as avoidance, humor, 
and benefit finding, have been put forth as reasonable treatments for the bereaved. 
However, controversy exists, as some believe that psychotropic medication should not be 
utilized to alleviate symptoms of bereavement, while others find that it assists the 
mourner during acute periods of grief. Ultimately, the goal then focuses on identifying 
what the best remedy is for the bereaved individual.   
 
1.6.1 Psychopharmacology 
 
Recent literature (Jacobs, et. al 1987, Perry 1990, Frank et al. 1997) supports the 
fact that while “normal” bereavement should not be treated with psychotropic 
medication, those individuals whose bereavement is more “complicated” in its 
presentation may benefit from pharmacotherapy.  While drugs are often misused during 
this time period, they can be used effectively in conjunction with psychotherapy for 
individuals who may be at risk for suicide or for those who are unable in their present 
emotional state to communicate (Parkes, 1985). Raphael et al. (2001) strongly indicates 
that any medication treatment with bereavement-related disorders should be carefully 
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determined and tailored to the individual’s situation. However, they also indicate that 
individuals who present with subsequent symptoms arising from the bereavement, such 
as additional life stresses or social changes, should utilize psychotherapy as the form of 
treatment.  
Lehmann (1983) indicates that there are many reasons why one should utilize 
psychotropic medications particularly when dealing with anxiety and depression.  Yet, he 
indicates that certain situational states, that reflect adaptive stress, are most often 
temporary and should be distinguished from clinical depressive syndromes. He believes 
that these states (i.e. – grief) should not be treated as a clinical condition requiring 
psychopharmacology. 
Similarly, Maddison and Raphael (1972) indicate that although depressive 
illnesses frequently show a good response to antidepressant pharmacotherapy, “normal” 
grief is a natural process with a typical course and thus medication should not be used to 
facilitate or alleviate bereavement symptoms.  They further find that the prescription of 
psychotropic medications to adapt during this time of turmoil, pathologizes the grief and 
sends the message to the individual that they should pop a pill, keep quiet, and stop 
expressing their negative affect as it is too painful to deal with and process. The blocking 
of the expression of grief is typically seen along with this “pill-popping” behavior.  
Likewise, Perry (1990) indicates that some individuals experiencing depressive 
symptoms may see drug therapy as a “magic bullet” and will not take responsibility for 
their own recovery. In the case of bereavement, he feels that it may be most important for 
the individual to be active in his own recovery in order to more quickly obtain 
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psychological adaptation to their world without the deceased and not rely on medication 
to “fix” his problems. 
Pasternak et al. (1991) provide one example of research examining the 
relationship between grief and psychopharmacology. These researchers looked at the 
effects of nortriptylene treatment for older adults experiencing a bereavement-induced 
depression. The findings indicate that although symptoms improved significantly in all 
areas of the bereavement-related depression, there was little to no improvement 
concerning the intensity of grief. Thus, additional treatment beyond 
psychopharmacology, more specifically psychotherapy, may be most beneficial to this 
population.  
The literature suggests that although psychopharmacologic treatment may be 
beneficial during acute grief to alleviate symptoms of depression and anxiety, it should be 
used cautiously with this population. Since grief is an active adjustment process in that 
the individual must have the cognitive awareness to accept the loss, process this 
information (cognitively restructure schemas) and create meaning or find benefit, it 
seems most appropriate that if psychopharmacologic treatments are to be utilized they are 
done so on a limited basis and for temporary relief of acute symptoms. 
 
1.6.2 Psychotherapy 
 
According to Hollister (1972) those in a bereaved state must process their pain 
and their loss psychologically. He indicates that the first step in the bereavement process 
is for the individual to create a mental repetition of the life and death of the loved one. 
This is a cognitive “replaying” of events during the life, and circumstances surrounding 
the death, of the individual. The next stage involves the acknowledgement of the 
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existence of the loss and the permanent change it creates in the griever’s reality. This 
stage is often accompanied by a deep sense of loss. Finally, the individual must make an 
accommodation to the loss by substituting the “emptiness” with other people or new 
activities. Lastly he indicates that although medication may be helpful in certain cases, 
the resolution of a loss is better accomplished through psychological change than by 
pharmacological intervention. 
As indicated previously, those who are bereaved may have both symptoms of 
depression and anxiety. With this underlying concept and their developing notion of 
“traumatic grief”, Frank et al. (1997) set out utilizing exposure therapy to determine its 
efficacy as a treatment for grief. In session, they have the individual relive the trauma of 
the loss, say goodbye to the deceased and engage in in vivo exposure to situations that the 
individual has avoided since the death. As the individual verbally relives the death 
experience, it is taped and the individual is instructed to return home and listen to the tape 
in between sessions. Frank et al. indicate that individual sessions and between session 
homework were consistent with exposure theory that re-experiencing the trauma and 
repeated exposure to the avoided situations [under controlled conditions] leads to a 
reduction in subjective distress. However, no outcome data was collected for this 
particular study at the time of publication, therefore the efficacy of this treatment is 
equivocal. Similarly Shear, Ellen, Foa, and Cherry (2001), identified a 
traumatic/complicated grief population, utilizing the Inventory of Complicated Grief 
(Prigerson, et al., 1995) that included individuals whose bereavement symptoms had not 
responded to pharmacology or traditional psychotherapy. Utilizing a trauma perspective 
to understand grief, they employed cognitive - behavioral techniques, including exposure 
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to avoided situations, or ideas, guided imagery and mindfulness breathing. They found 
significant improvement in the areas of anxiety, depression, and grief symptoms. 
Schut, Stroebe, van den Bout, and de Keijser (1997) looked at the differences 
between problem-focused and emotion-focused therapy for widows and widowers. While 
the problem-focused counseling produced slightly better results for both genders, and 
important gender difference emerged. Women in the problem-focused group benefited 
more when compared to the women in the emotion-focused group. Results were opposite 
for men, where men in the emotion-focused group benefited more than those in the 
problem-focused group. These findings imply the possibility that men may achieve better 
psychological health when given the opportunity to emotionally disclose, whereas 
women, who may typically discuss emotions and feelings more readily, may not obtain 
additive psychological and physical health benefits in this condition.  
Cognitive-behavioral techniques are also utilized within the realm of 
psychotherapy for those in mourning. Theorists who view bereavement from a 
psychosocial and cognitive stress perspective, along with some who conceptualize 
bereavement using attachment theory find CBT techniques to be effective as well. As 
indicated by Fleming and Robinson (2001), the most common behavioral techniques used 
for this population include flooding and exposure to grief producing stimuli. Schut et al. 
(1997) explored the use of a “leave-taking” exercise in a population of individuals who 
anticipated the separation of loved one. This session allowed the bereaved to engage in a 
behavioral intervention that focused on the process of verbally saying ‘goodbye’ to the 
spouse. This behavior is thought to lead to cognitive change as to how the bereaved 
conceptualizes the relationship with the lost love.  Results indicate that individuals who 
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engaged in a “leave-taking session” with their loved one exhibited fewer post-traumatic 
symptoms upon death than a control group who did not participate in this exercise. 
Furthermore, breathing training or relaxation exercises was beneficial for those bereaved 
individuals experiencing physical discomfort brought about by anxiety symptoms.   
Specific cognitive techniques, although rare at the present time, have explored the 
ideas of “meaning-making” and “counterfactual thinking”.  “Meaning making” as 
discussed previously in detail, can be thought of here as the ability of the individual to 
provide some type of benefit finding in the face of a loss (Frankl, 1959). This process 
may be facilitated in therapy where specific rituals are undertaken that will allow one to 
process the meaning of the death (i.e. – donating the deceased clothes to the needy).  
Moreover, as noted by Davis et al. (2000) the act of writing may assist one in finding 
meaning as it allows one to create a narrative and organizational structure of the loss. The 
writings, in turn, may provide an opportunity for clinicians to gain insight into obstacles 
interfering with a return to psychological health, as the writings may reveal ruminations 
or reoccurring thoughts surrounding the loss. Counterfactual thinking allows one to 
generate alternative explanations or reactions to actual events. In this way therapy fosters 
the development of balanced beliefs in the face of a situation that may produce extreme 
and absolutistic views of the world (i.e. – the world is bad).  
Although varied in its process, psychotherapy with a bereaved population has 
established its ultimate goal to be the facilitation of a normal grieving process. This 
process includes 1) acknowledgment of the death and the circumstances surrounding of 
the death; 2) exploration and mental repetition of the lost relationship; 3) emotional and 
cognitive expression of grief; 4) engagement in psychological mourning and a behavioral 
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mourning ritual; 5) realization of a new identity resulting from the loss; 6) benefit finding 
or the creation of meaning acquired from this experience; 7) coping with simultaneous 
life stressors; and 8) completing practical tasks during the bereavement period (Raphael, 
Minkov and Dobson, 2001; Frankl, 1959; Schut, Stroebe, van den Bout, and de Keijser, 
1997; Hollister, 1972; Frank et al., 1997).  
Empirically, there is solid support that through the engagement in cognitive 
behavioral therapy, a reduction in grief and a decrease in depression and anxiety 
symptoms will result. As indicated initially, this paper builds its perspective of grief and 
bereavement upon both cognitive and emotional models. The cognitive perspective 
focuses on the notion that it is not the event itself but how one perceives the event that 
leads to psychological and physical health. The emotional perspective puts forth the 
notion that specific emotions give rise to particular behaviors and cognitions. If these 
emotions are positive, beneficial outcome is thought to occur. We can ultimately see that 
cognition and emotions affect each other and are intimately tied to one another. The 
interventions indicated above, specifically exposure therapy, emotional disclosure, and 
cognitive restructuring, may be the best interventions for the bereaved as they facilitate 
cognition change, exposure to painful stimuli, emotional engagement, and the creation of 
meaning. Moreover, these techniques allow one to employ cognitive change while 
engaging in emotional correction. Accordingly, it is believed that these behaviors and 
cognitive changes may allow the bereaved the opportunity to facilitate and ease the 
adjustment to their loss. 
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1.6.3 Efficacy of Known Treatments 
 
Perry (1990) provides a solid review of research looking at the combination of 
psychotherapy and antidepressants for those individuals diagnosed with a depressive 
disorder. He supports the notion that the inclusion of both psychotherapy and drug 
therapy may be most effective as it broadens the therapeutic impact when both are 
utilized. Nonetheless, he believes that if bereaved individuals are provided a prescription 
for medication to “assist” with their mood, they may pathologize their normal and painful 
grief. Therefore, he indicates that it may be most beneficial for the bereaved to utilize 
psychotherapy and the benefits that can be obtained from processing their grief. On the 
other hand, he indicates that those individuals who exhibit chronic and pathological grief 
are similar to those with depressive illnesses and are best served with a combined 
treatment program including both psychotherapy and pharmacotherapy. He ultimately 
feels that antidepressants should be utilized to treat depressive syndromes and not just the 
depressive feelings that come about from life’s inevitable stressors, losses, and 
disappointments. As such, he believes that it is ultimately the clinical judgment of the 
psychologist or psychiatrist to determine if the individual is exhibiting “normal” or 
“complicated” grief and in need of psychotherapy and/or pharmacotherapy. Similarly, 
Frank et al. (1997) indicate that brief periods of distress related to bereavement should 
not be treated with psychotropic medication. Yet individuals experiencing bereavement 
related distress lasting several months, or those meeting the criteria for major depressive 
disorder, should be considered for medication.  
As one can see, the bereavement literature is equivocal on the issue of appropriate 
treatment for those who are grieving.  Findings suggest that the best treatment courses for 
those who are bereaved are unclear at this time. While the majority of clinicians feel that 
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temporary drugs may assist in the adjustment to the loss (i.e. - benzodiazepines to assist 
with insomnia) ultimately, grief is a psychological process in that the individual must 
engage to emerge psychologically and physically healthy. As indicated by Parkes (1970), 
grief is a multifaceted and lengthy process in which a person has the opportunity and 
ability to change his cognitions concerning the world. The process consists of a 
realization and acceptance of a loss that is not usually desired and for which one is not 
typically prepared to cope.   
While medications may be beneficial to some experiencing traumatic grief, the 
majority (80%) of those who are bereaved fall within the realm of “normal” grievers 
(Jacobs, 1993). While these “normal” grievers may benefit from assistance with their 
grief process, they may not seek out help from mental health professionals. In general, it 
appears that psychotherapy has the most positive impact on those experiencing all types 
of grief. Yet, Raphael, Minkov and Dobson (2001) find that psychotherapy may not be 
the most viable option as some bereaved individuals may find it difficult to emotionally 
engage with a therapist during this time. Additionally, they believe that attachment to the 
therapist as a replacement for the deceased may also take place within the context of 
therapy, which will ultimately be a problem for the bereaved in processing the loss. Thus, 
for those who do not seek out the assistance of a mental health provider, or for those 
whom psychotherapy may not benefit, it is a challenge to determine appropriate 
interventions for those in need of assistance with the processing a loss.  
Lattanzi and Hale (1984) identify the act of emotional expression through writing 
as a beneficial way to “give grief words” (p. 45). That is, they indicate that as one is 
changed by the experiencing of grief itself, so too can one change by expressing the grief. 
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They hypothesize that the benefits of writing for this population may include: 1) 
immortalization of the deceased; 2) immortalization of the relationship with the deceased; 
or 3) provision of comfort from reading about bereavement experiences. Their study 
looked at writings from a bereaved population and asked specific questions of the 
bereaved in an attempt to define: 1) most beneficial forms of writing; 2) source of the 
initiation of the writing  (self or other); 3) the difficulties experienced in writing; 4) the 
reactions of others to the writing; 5) the perceived helpfulness of the writing experience; 
and 6) the time during the grief process when the writing was most helpful. Their 
findings show that letter writing was the most common medium for disclosure and that 
there was a shared origin of writing where individuals both self-initiated and followed the 
suggestions of others. In terms of difficulties encountered during writing, participants 
explained that it was a “painful process” and that “finding words to describe my 
experience was very difficult” (p. 48).  Others’ (i.e. – family, friends, co-workers) 
responses to the writings were positive for all participants and responses were described 
as “receptive and supportive”.  Most importantly, the perceived helpfulness of the writing 
was seen as cathartic for participants as they indicated that it was not only an avenue to 
express their emotions but, it relieved frustrations and anger, allowed them to clarify their 
feelings, provide perspective, and allow them the opportunity to look back over time to 
see the progress they had made in their grief work. In terms of time frame for disclosure, 
responses varied but appear to be most helpful between 2-6 months following the loss. 
Although this research provides us with insight into writings effects on the bereaved, the 
most beneficial aspect of writing appears to be that it can be utilized when other social 
supports are not available. However, the researchers did not compare the outcome of 
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those who emotionally disclosed with those who wrote about the benefit finding, or 
positive aspects, of their situation. Therefore, we are unable to draw conclusions as to 
whom the writing benefited most (i.e. - gender, age), at what time post-loss is writing 
most advantageous, and what type of writing leads to the most positive outcomes. To 
establish more beneficial interventions, future studies may profit from the comparison of 
these variables. 
Bonanno, Keltner, Holen, and Horowitz (1995) agree with this concept. As 
researchers who typically find benefit in the act of avoidance of negative emotion, they 
point out that individuals who are naturally emotionally expressive should be prompted to 
discuss their cognitions, emotions, and memories about the deceased in whatever 
timeframe they feel comfortable. As indicated previously, Bonnano’s research has 
pointed toward the notion that avoidance is beneficial in situations where acute emotion 
may be too painful for the individual to cope with, or for individuals who typically 
exhibit a more restrained emotional style.  It is our contention that other individuals, who 
may be more emotionally expressive, will benefit from opportunities to disclose their 
emotions.  A review of emotional disclosure literature and its benefits is undertaken to 
demonstrate the potential applications that will be tested in the present study. 
 
1.7 Emotional Disclosure through Writing  
 
Writing has been established a useful modality to disclose one’s thoughts and 
feelings surrounding a trauma or a loss. Furthermore, writing has been shown to be 
beneficial both psychologically and physically in a variety of studies (Pennebaker and 
O’Herron, 1984; Pennebaker and Beall, 1986; Pennebaker, Barger, Kiecolt-Glaser and 
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Glaser, 1988; Pennebaker, Barger, and Tiebout, 1989; Smyth, 1998; King and Miner, 
2000; Harvey and Farrell, 2003; Sheese, Brown, and Graziano, 2004). The standard 
Pennebaker paradigm utilizes writing as an outlet for emotional disclosure. This 
paradigm requires an individual to complete psychological and physical questionnaires at 
baseline, and then instructs the individual to write about their deepest thoughts and 
feelings surrounding a trauma for 15-20 minutes. This process is repeated on 3-4 
occasions with psychological process measures being completed before and after writing. 
Outcome measures are completed at a follow-up session.  The outcomes between groups 
who disclose emotionally significant events compared to those who write about neutral 
events are analyzed for differences among a variety of variables including depression and 
anxiety.   
Smyth (1998) conducted a meta-analysis to determine the effectiveness of 
research involving written emotional expression. His analysis, found a 23 % 
improvement in the experimental groups and he established that written emotional 
expression tasks lead to positive outcomes including improved health, psychological 
well-being, physiological functioning and general functioning.  
Although the exact mechanism underlying the beneficial effects of emotional 
disclosure exercises is not yet clearly defined, a variety of theories have been put forth to 
explain the benefits found. Pennebaker’s original theory asserts that the inhibition of 
traumatic incidents produce physical reactions within the body and ultimately leads to 
health problems similar to those experienced during times of heightened stress. His 
theory developed based on the assumption that if one had the opportunity to disclose 
these cognitions and emotions, negative consequences associated with these inhibited 
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thoughts could be avoided. However, a link has not been found between the inhibition of 
previous events and disclosure. Those benefiting from written emotional disclosure 
include those who have previously disclosed, as well as those who have not. 
Subsequently, Pennebaker (1997) indicates that this idea did not completely explain the 
benefits observed. Thus additional theories include 1) self-regulation of emotions 
(Greenberg, Wortman, and Stone, 1996, Cameron and Nichols, 1998); 2) cognitive 
restructuring (Pennebaker, 1993); 3) exposure, habituation and emotional correction of 
the traumatic or painful experience (Foa and Kozak, 1986); and 4) exposure and 
extinction of emotional response (Bootzin, 1997). While each theory has been explored 
empirically, the current literature remains evasive as to the best explanation of the 
underlying emotional disclosure mechanism. 
According to Pennebaker (1997), writing allows one to organize and create and 
coherent story about the event that in turn allows the individual to create a more logical 
and discerning explanation of situations and emotions. Additionally, Pennebaker et al. 
(1997) found that when individuals change the way they think or process a trauma they 
spend less time ruminating and exhibit better overall health. The second component of 
the writing intervention allows individuals to label their emotions with words that may 
help the individual to integrate their emotions with an understanding of the traumatic 
event. Although the “summed emotion model” indicates that any expression of emotion 
is beneficial, Pennebaker et al. (1997) find that the expression of high negative emotions 
may be associated with higher rates of illness and symptoms, as opposed to the 
expression of moderate levels of both positive and negative emotions, which appear to 
predict more positively sustained outomces. 
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Another possible reason for the effectiveness of emotional disclosure utilizing the 
writing paradigm has been its comparison to exposure techniques traditionally used in 
Cognitive-Behavior Therapy. It has been considered that through writing one engages in 
multiple exposures to the trauma and therefore has the opportunity to desensitize their 
cognitions and emotions related to the painful experience (Kloss and Lisman, 2002; 
Bootzin 1997). As noted by Foa and Kozak (1986) in order for one to achieve a positive 
psychological outcome in response to a trauma, she must have the opportunity to 
emotionally process the event. This process includes exposure to the event in order for 
emotional activation to occur and subsequent habituation to the event leading to reduction 
in anxiety (or fear). Emotional correction is another important aspect of anxiety reduction 
as it allows one to replace a maladaptive emotion, previously paired with an event, with a 
more adaptive and beneficial one. For example, if a dog has previously evoked fear in an 
individual, the process of emotional correction will allow the replacement of the fear with 
a more neutral emotion. This will subsequently allow the individual to think differently 
and learn that “not all animals are bad”. As one can see, the decrease of negative affect 
associated with the traumatic event takes place over time and decreases throughout the 
sessions. Thus, as noted by Foa and Kozak (1986), it is central to the task of 
desensitization to have the individual engage in multiple exposures to the traumatic 
event, in this case repeated exposure to the death, its surrounding circumstances and the 
cognitions and emotions subsequent to the event.  
Another mechanism underlying the benefit of emotional disclosure has been put 
forth by Greenberg, Wortman, and Stone (1996). In a study comparing participants who 
were randomly assigned to write about a real vs. imagined trauma, Greenberg et al. 
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(1996) found that independent of whether the event was real or imagined, individuals 
benefited from the act of disclosing.  They theorized that emotional disclosure represents 
a process of self-regulation, as opposed to a disinhibitory process that warranted re-
visiting a previously experienced trauma.  Greenberg et al. (1996) suggested that self-
regulation of emotions or building resiliency could account for the changes, particularly 
those witnessed in the imagined trauma group.  Writing may provide an opportunity for 
learning to regulate one’s emotions such that then enable one to engage in more effective 
coping.   
Through additional research (Krantz and Pennbaker, 1996) Pennebaker was able 
to establish a link between the distinct need for written expression of emotion, as opposed 
to verbal expression or movement, and positive outcomes. He found that mechanism of 
change was related to language, as its use assisted in the disclosure process. His creation 
of the Linguistic Inquiry and Word Count (LIWC) computer software assisted with the 
analysis of word content. Results from the analysis of many essays indicate that a) the 
more individuals utilized positive words, the better their outcome; b) both very high and 
very low use of negative words correlated with poorer health (a moderate number of 
negative words appears to be most beneficial); and c) an increase in causal and insight 
words seen over time was associated with improved health.  Thus, the conclusion can be 
drawn that the opportunity to organize thoughts and create a cohesive processing of the 
trauma is predictive of better long term physical and psychological outcome. 
In his book, “Opening Up”, Pennebaker  (1990) additionally talks about the value 
of writing and posits the notion that it is our “search for meaning” and our “need for 
completion” that helps us to attain closure from a painful experience. Pennebaker asserts 
 65
that the desire for completion and closure to an event is inherent to understand the world 
around us. Writing as a tool or intervention, promotes understanding as it provides an 
avenue for self-exploration. Since it also forces the individual to slow down their thinking 
processes, it allows one to organize and create more structure in their thoughts.  
Another reason that writing is a beneficial task for those dealing with trauma is 
that over time, as one writes about their experience, a change in perspective can be noted. 
Pennebaker indicates that this happens as the individual has the occasion to distance 
himself from the experience emotionally and has the opportunity to confront the painful 
experience without overwhelming negative emotional involvement. Support for this is 
found in the exposure literature (for full review see Foa and Kozak, 1986). 
While the mechanism for change associated with emotional disclosure remains 
elusive, empirical support for its benefits is plentiful.  As indicated previously in this 
paper, the loss of life can be likened to a trauma and therefore techniques previously used 
for trauma are becoming utilized in bereaved populations as well. Thus it seems 
appropriate and advantageous to utilize the writing paradigm in a bereaved population as 
it may provide an opportunity for those who are grieving to engage in cognitive 
restructuring, exposure, emotional correction, and self-regulation.  
 
1.7.1 Bereavement and Writing  
 
Although a limited number of studies focus on the relationship between 
bereavement and “writing therapy”, generally these types of exercises are beneficial for 
individuals who are experiencing normal grief (Pennebaker and O'Heeron, 1984; Kovac 
and Range, 2000; Segal, Bogaards Becker and Chatman, 1999, 2001;  Eddins, 1999). 
Additionally, research utilizing writing interventions has shown positive outcomes for 
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individuals who are actively seeking support during their bereavement to decrease 
symptoms associated with their loss. (Stroebe, Stroebe, Abakoukim and Schut, 1996; 
Pennebaker and O’Heeron, 1984). Furthermore, writing has been shown to be beneficial 
for those bereaved individuals who are looking to create meaning, or find benefit, from 
their loss (Stroebe et. al, 1996; Kovac and Range, 2000). As indicated by Bonanno and 
Kaltman (1999) individuals who perceive themselves to be limited in social opportunities 
become more distressed, talk less about their loss, and may ultimately have higher levels 
of depression. Similar to these findings, Stroebe, Stroebe, Abakoukim and Schut (1996) 
find that individuals who reported high social support experienced less depressive and 
somatic symptomatology following bereavement than those who reported low social 
support. As social support appears to play a role in the course of functioning after 
bereavement, the act of writing may be most beneficial to those individuals who do not 
have the social outlets with whom to disclose the painful sadness that accompanies grief. 
Thus, writing, or emotional expression, may serve as a mediator for negative 
psychological and physical health outcomes. 
Pennebaker and O’Heeron (1984) investigated the relationship between social 
sharing of emotion and subsequent health problems among a population of bereaved 
spouses. Although this study was conducted retrospectively, results indicate that 
participants who spoke with others about their grief and loss experienced fewer health 
problems than those who did not speak with others about their loss. Their study finds that 
individuals, who spoke with friends more, were able to ruminate less about the event 
compared to those individuals who did not speak to others about their loss. Pennebaker 
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and O’Heeron (1984) hypothesize that rumination places physiological stress on the 
body, therefore, less rumination may have led to fewer subsequent illness.  
Kovac and Range (2000), also used a writing paradigm, and examined individuals 
who experienced grief as a result of friend’s suicide to see if writing about the topic 
would lessen their grief. The “profound” group was directed to write about their emotions 
surrounding their loss while the “trivial” group was directed to write about neutral events. 
While individuals in the profound group reported less suicidal grief, exhibited by 
responses to questions such as, “Do you feel deserted by your loved one”, at a 6-week 
follow-up compared to those in the trivial group, both groups were comparable on 
measures of general grief and physical health at follow-up. Although this study focuses 
specifically on suicidal bereavement, findings support the notion that those who are 
grieving may benefit from writing about their grief. 
The specific content of writings was explored by Pennebaker, Mayne and Francis 
(1997). They compared words used in the writings of several studies to determine if essay 
content could provide clinicians with an opportunity to predict mental and physical 
health. Pennebaker utilized his Linguistic Inquiry and Word Count program (LIWC), that 
searches text files and computes word percentages to determine the extent of negative 
and positive feelings, causation, insight and self-reflection words used by the writer. 
Their findings reveal that bereaved individuals who use insight and causation words, 
suggestive of cognitive processing, show better physical health and adaptive behaviors to 
the trauma. Thus, it is theorized that cognitive processing may be one important 
mechanism crucial to effective coping. 
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Segal, Bogaards Becker and Chatman (1999) examined the benefits of vocal 
emotional expression in a bereaved older adult population. The treatment group verbally 
disclosed their thoughts and feelings about a spouse’s death during four 20 –minute 
sessions. Individuals in the delayed (control) group received the same treatment after a 
one-month wait with no treatment. Results showed an initial decrease in hopelessness 
only for the treatment group. Yet, once treatment began for the delayed group, a decrease 
in intrusive thoughts, obsessive-compulsive symptoms and depression were found at the 
one-month follow-up. Subsequently, in a one-year follow-up, Segal, et al. (2001) found 
that symptoms such as intrusive and negative thoughts, were significantly decreased at 1 
year and other symptoms, such as depression, hopelessness, and avoidance showed a 
reduction trend. More importantly, this research was able to show a correlation between 
reductions in negative thinking and emotional improvement at one year. As such, the 
conclusion can be drawn that if one can increase their positive cognitions or emotions, a 
more positive emotional state may be established long term. 
 Eddins’ (1999) research, based on the emotional disclosure paradigm, 
focused on verbal disclosure as well. Her participants spoke about their spouses’ death at 
6, 14, and 25 months post loss. She found that positive disclosure is associated with less 
distress and fewer somatic symptoms of bereaved individuals at 6 and 14 months. Those 
who engaged in negative disclosure showed higher rates of grief, distress and somatic 
complaints over time. Thus, she adds to the literature by further substantiating that 
talking about a loss without focusing on negative emotion assists in adaptation to the loss.  
 In contrast to the findings that support the benefits of emotional disclosure 
for bereaved individuals, others have found little support for the therapeutic act of 
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disclosure with this population. Research conducted by Range, Kovac, and Marion 
(2000) looked at the therapeutic effect of writing on a bereaved population following a 
sudden non-intentional death. While individuals in the experimental writing group did 
report a decrease in anxiety from baseline to follow-up, results show that time, not the 
writing condition, was the mitigating factor in terms of recovery from grief. An 
explanation for these findings focuses on the baseline data where individuals in the 
experimental condition had experienced a loss more recently than those in the control 
condition. Thus, the experimental group may have had more opportunity to reduce their 
anxiety than the control group. Ultimately, future studies should attempt to find 
comparable groups at baseline in terms of length of time post loss. 
Furthermore Stroebe, Stroebe, Zech, and van den Bout (2001) investigated the 
impact of writing tasks on two different bereavement populations.  The first study looked 
at the effectiveness of grief disclosure over a 2-year period and found that there was no 
correlation between disclosure and reduction in grief symptoms. In the second study, 
Stroebe et al. (2001), utilized three groups to compare those focusing on their deepest 
emotions, with those focusing on the problems due to the loss, and a third mixed 
condition that combined problems and emotions. No significance was found between 
groups. However, over time, both avoidance and intrusion decreased.  
One factor common to all of the studies that did not find significant differences 
between groups is the way in which participants were recruited for the studies. Schut, et. 
al (2001) review the literature to determine who is benefiting from bereavement 
interventions and find that the more bereaved the individual, the more benefit he/she will 
gain from an intervention. Furthermore, they conclude that studies that sought out the 
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bereaved were not very effective, except with children, as the individual may not need the 
assistance of an intervention during their bereavement period   In each of the studies 
undertaken by Stroebe et al. (2001), individuals who were approached about the study 
were identified via death certificates, and recruited to participate. There is no indication 
that any of these individuals felt that they were experiencing anything other than normal 
grieving and, as grief is a normal process, there are times when any intervention may not 
be necessary or beneficial. This notion is supported by some of the same authors who did 
not find significant differences between groups.  In contrast to other studies, the present 
research will not seek out and contact any individuals, via death certificates or hospital 
records, who have recently experienced a loss. Instead, we will simply provide the 
opportunity for a bereaved individual who may be feeling distressed about a loss, to 
engage in an emotional disclosure exercise. In order to identify a bereaved population, 
those interested in participating, will be screened for level of bereavement via a current 
subjective distress rating. Based on recent pilot data of this research design, this 
screening will provide us with a group of individuals whose anguish may be considered 
more acute, and thus may be more appropriate for an intervention, than populations 
previously utilized in similar studies.  
Ultimately, research has supported the notion that emotional disclosure may assist 
an individual by exposure to the event, by the organization of cognitions and emotions 
that it provides, and by the opportunity that it presents for one to make meaning, or find 
benefit from their experience. Thus, writing has been found to promote positive physical 
and psychological health outcomes. Although the evidence for this is equivocal in 
bereaved populations, confounding variables such as selection processes or populations 
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exhibiting more “normal” symptoms rather than “complicated” symptoms, have been 
suggested as reasons for non-significant findings. Although the term “finding meaning” is 
found throughout the literature, most research has not focused on the positive 
intervention that benefit finding may entail. An exploration of the positive psychology 
literature may assist with the development of an intervention integrating the fields of 
bereavement and emotional disclosure. 
 
1.8 Positive Psychology 
 
Seligman and Csikszentmihalyi (2000), indicate that the field of positive 
psychology focuses at the “subjective level on well-being, contentment, satisfaction with 
the past, hope and optimism for the future, and flow and happiness in the present…on an 
individual level it focuses on positive traits [such as] the capacity for love and vocation, 
courage, interpersonal skill, aesthetic sensibility, perseverance, forgiveness, originality, 
future mindedness, spirituality, high talent and wisdom” (p. 5). As the founder of Positive 
Psychology, Seligman began his quest to re-establish two of the missions that he believed 
psychology had, over the years, let fall by the wayside – “enhancing an improving 
peoples lives and the cultivation of brilliant aptitude”. He reminds us through his own 
work that we enter this field to study not only pathology and illness but also the assets of 
individuals and the virtues we can embody. Similarly, Sheldon and King (2001) convey 
that positive psychology is an opportunity to assume a more open minded and positive 
perspective on human capabilities, purpose and competencies. It is through the work in 
the field of positive psychology, particularly that of Seligman (2000), that we are 
prompted to remember that humans are decision makers who have the ability to make 
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choices. We can become effective and successful, or alternately powerless and 
despondent.. 
According to Seligman (1989), “optimism is good for us…and it is also more fun” 
(p. 291). While the general definition of optimism can be thought of as an expectancy 
that good outcomes will occur when dealing with difficulties across various life domains, 
Seligman supports the notion that optimism has a core cognitive component. As his book 
indicates optimism can incorporate active thought processes as one can engage in these 
and “learn” to become more optimistic. He eloquently discusses optimism and pessimism 
and frankly relates that our cognitions are directly linked to our emotions. Thus, his belief 
that optimism promotes better health outcomes is substantiated by the following 
evidence: a) optimism prevents helplessness explanatory styles; b) optimism allows one 
to engage and maintain in healthy behaviors since it is thought that we have the power to 
make a difference in our lives; c) optimists have a reduced number of negative life 
events; and d) optimists have more social support as they engage in more social 
interactions instead of retreating and isolating themselves. He summarizes that the 
destructive cycle of negative psychological events and their subsequent negative physical 
outcomes is testable and provides the following example: loss leads to pessimism which 
leads to depression which is followed by catecholamine depletion which leads to 
endorphin secretion depletion which eventually leads to immune suppression. Thus, as 
we have the ability to choose optimism, and it provides us with many health benefits, we 
have the ability to change the mind-body cycles in our lives and create more positive 
outcomes. 
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Ryff and Singer (1998) also outline positive human health and discuss the topic as 
an integration of mind-body influences. Although they note multiple pathways to 
becoming physically and mentally healthy, they believe that having purpose in one’s life 
and engaging in quality connections with others are essential to obtaining this goal. 
Within their discussion, they reveal that although negative events do occur, these 
traumas, or struggles, are important to leading a healthy life as they provide us with the 
opportunity to obtain deeper meaning about life, learn more about oneself, achieve closer 
connections with others and grow from the experience.  In terms of the mind-body role of 
emotions, Ryff and Singer summarize the literature highlighting the benefits that positive 
emotions bring to physiological recovery from a negative event.  They also discuss the 
ability of positive emotions to serve as a protective mechanism from illness and 
engagement in negative behaviors which may lead to illness (i.e., smoking and 
overeating) (see Ryff and Singer, 1998 for full review).  
In addition to Ryff and Singer, studies linking positive traits, emotions, or 
behaviors to mental and physical well-being are becoming numerous. Nelson, Karr, and 
Coleman (1995) find that optimism correlates with a low number of physical symptoms 
including headaches and stomachaches. Aspinwall’s (1998) evaluation of positive affect 
in self-regulation concludes that positive mood plays a beneficial role in the facilitation 
of cognition and behavior. Fontaine, Manstead and Wagner (1993) find that optimism is 
positively correlated with active coping, growth and positive reinterpretation while it 
negatively correlates with denial and behavioral disengagement. Finally, Marlo and 
Wagner (1999) examined the difference between individual outcomes of those engaging 
in positive versus negative writing exercises. Although they found improvement in 
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psychological health across all groups, the Positive Feelings Group demonstrated the 
most improvement with the Control group and the Negative Feelings Group following in 
this order. Additionally, Marlo and Wagner indicate that future studies should look more 
closely at the benefits obtained through the encouragement of positive emotional 
disclosure, as this appears to cause physiological arousal in both a psychological and 
physical health-enhancing manner. 
The literature focusing on the variety of areas within Positive Psychology is 
continuously expanding. Taylor, Kemeny, Reed, Bower, and Gruenewald (2000) indicate 
that positive emotions may have an impact on physiology of disease. Likewise, Solovey, 
Rothman, Detweiler, and Steward (2000) indicate that there is a distinct relationship 
between mood states and immune system functioning where emotional states may 
influence health through their relationship with the antibody against the common cold.  
Others have been able to empirically link positive emotions, cognitions and behavior with 
better mental and physical outcome.  In a study focusing on HIV-positive individuals and 
their partners, Stein, Trabasso, Folkman, and Richards (1997) looked at mood, positive 
morale, positive states of mind, and impact of death on the surviving partner. Stein et al 
(1997) were seeking to determine the extent to which beliefs and emotional states predict 
caregivers’ creation and utilization of future-oriented goals and plans. These concepts 
were measured using clinical interview transcriptions, a depression measure (CES-D), a 
positive morale measure (subscale of Bradburn’s Affect Balance Scale), the Positive 
State of Mind Scale, and the Impact of Events Scale. Furthermore, they were also trying 
to establish the extent to which these appraisals predicted psychological well-being one 
year later. Their findings show that caregivers who viewed events as more positive were 
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also future oriented and able to generate more positive goals and plans for their future. 
Thus, this research points toward the notion that those who positively appraise their 
situation may have increased mood and morale 12 months after experiencing the death of 
a loved one. 
Others have looked at individuals who focus on the positive aspects of a stressful 
experience and established that these individuals have the ability to adapt more 
successfully than others who do not (Taylor, Wood and Lichtman, 1983; Thompson, 
1991). In Thompson’s (1991) study, stroke survivors who were able to find benefits of 
the event, were better adjusted than those who did, or could, not. Furthermore, King and 
Miner (2000), utilized a writing paradigm and compared the benefits of four groups: 1) 
those who wrote about trauma; 2) those who wrote about a trauma + the perceived 
benefits of the event; 3) those who focused solely on the perceived benefits of the event; 
and 4) those in a neutral condition. They found that the trauma only group and the 
benefits only group were comparable in terms of physical benefits, while the individuals 
in the trauma + benefits group showed an initial benefit that faded more quickly than the 
other two groups.  Based on this research, King and Miner determined that writing about 
the positive aspects of a traumatic event may provide the individual the occasion to face, 
manage, and organize cognitions and emotions of traumas without actually having to re-
experience the event itself.  They also place importance on writing focusing on gaining 
insight, wisdom, and knowledge from the event, as it seems that gaining a sense of 
meaning about the event may be the key to healthier outcomes.  
Because the field of positive psychology is rich in evidence for the psychological 
and physical benefits of positive emotions, any successful intervention for the bereaved 
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should look to incorporate the experience of such emotions for the most beneficial 
outcome. Thus, the field of positive emotion will be explored next to gain more 
understanding about negative and positive emotions and their role both affectively and 
cognitively despite distressing circumstances. The extent to which positive emotion can 
benefit an individual will also be explored. 
 
1.8.1 Positive Emotions 
 
1.8.1.1 History of Emotion 
 
Historically, emotions have been seen as vague activation states. The current 
definition of an emotion  from the American Heritage dictionary is, “an intense mental 
state that arises subjectively rather than through conscious effort and is often 
accompanied by physiological changes, a strong feeling” (p. 603). While there is 
indication from this definition that an emotion arises from outside of our awareness, 
researchers support the idea that there are both physiological and cognitive components 
of an emotion as it can be measured by physiological arousal and may arise from a 
cognitive appraisal. Most recently researchers has chosen to focus on the functions that 
emotions serve such as the facilitation of decision making, preparation of rapid motor 
responses, and the provision of information between organism and environment.  
Levenson (1994) asserts that the role of an emotion is to organize the physiological 
components of it, in order to generate the specific behavior that arises from it. Cousins 
(1979) highlights the importance of positive emotions when he reasons that as negative 
emotions produce negative chemical changes in the body, positive emotions should 
produce positive chemical changes. Similarly, Fredrickson’s (1998, 2000, 2001) work 
focuses on this concept.  
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1.8.1.2 Broaden and Build Theory 
 
Fredrickson’s (1998) reviews the emotion literature and summarizes current 
emotion theories and emphasizes science’s lack of research in the area of positive 
emotions.  She indicates that emotions are connected with impulses to act in specific 
ways. These impulses have been called “specific action tendencies”.  Examples of this 
can be seen in both the emotions of fear and anger. If one experiences fear, the urge to 
escape is the action that follows. If one experiences anger, the urge is to strike out. When 
one experiences these negative emotions, the course of action becomes narrow as the 
subsequent action may be more innate and reflexive as opposed to planned or thought 
out. The narrowing of thought in the face of a negative emotion is based on evolutionary 
theory where the experience of a negative emotion (fear, anger, disgust) facilitates an 
adaptive and even life-saving action. 
In contrast, positive emotions may not always give rise to specific behavioral 
actions. Instead, positive emotions such as contentment and interest may produce 
subsequent cognitive action. Fredrickson (1998) proposes that instead of assuming that an 
emotion needs to result in physical action, we realize that the immediate reaction to a 
positive emotion may be cognitive in origin, that may later result in physical action. As 
opposed to specific action tendencies, she finds that positive emotions can be understood 
as thought-action tendencies. Fredrickson proposes that positive emotions do not narrow 
one’s thought-action response but instead, broaden it. Thus, when a positive emotion is 
experienced, individuals have the opportunity to engage in unique and novel means of 
thought and action. For instance, while positive emotions may not always elicit a specific 
response, as is in the case with negative emotions (i.e. anger – attack), they have the 
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ability to generate more vague and innovative reactions. For example, the experience of 
joy has been shown to evoke directionless activation, satisfaction with inactivity and 
attentional interest (Frijda, 1986) 
As Fredrickson (1998) finds, in addition to broadening one’s cognitions and 
subsequent actions, positive emotions appear to assist in building an individual’s 
physical, social, and intellectual resources. Ultimately, these resources are more stable 
than the momentary emotional states that led to their attainment.  Furthermore, she 
believes that the experience of positive emotions has the ability to broaden one’s scope of 
attention. Based on Derryberry and Tucker’s (1994) work, when an individual 
experiences a positive emotion, such as elation or mania, there is a subsequent 
“expansion of attentional focus”. This can be seen where manic individuals employ a 
surplus of thoughts and utilize over-inclusive categories (Eysenck, 1995).  
Furthermore, Isen’s (1987) work has focused on the role of positive emotion in 
cognition. She clarifies previous work on positive emotion and social behavior 
(helpfulness, cooperation, and risk preference), memory (encoding, learning, and 
retrieval), problem-solving (intuition, heuristics, and creativity), and cognitive 
organization (categorization, and word association). She ultimately establishes 
empirically through a variety of unique methods, that positive emotion broaden 
cognition. That is, she demonstrates that individuals who experience more positive affect 
are able to a) name more unique associations to neutral words; b) be more flexible 
organizers; and c) create more inclusive categories. Isen (1987) concludes that positive 
affect assists one in determining interconnections among thoughts and ideas and allows 
for the integration and processing of material in a more flexible manner. Therefore, a 
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correlation can be noted between positive emotion and increases in cognition processing 
and functioning.  
In earlier work, Masters, Barden, and Ford (1979) have examined the effects of 
positive emotions in terms of building intellectual resources. They provided empirical 
support that positive emotions have the ability to enhance learning and performance. In 
their study, children were asked to either think of a time when they were “so happy that 
they wanted to jump and down?” or to think of a time when they were “so happy that 
they wanted to sit and smile”. After recalling these thoughts, they were prompted to learn 
a shape recognition task.  When compared to neutral groups, both of the groups that 
prompted positive affect, or emotion, performed more quickly.  Thus, this study 
concluded that positive emotions have the ability to facilitate learning and knowledge, 
which, as indicated by Fredrickson (1998), then has the opportunity to become part of 
one’s intellectual resources.  
 
1.8.1.3 Undoing Hypothesis 
 
Fredrickson puts forth the “undoing hypothesis” which indicates that positive 
emotions may be the antidote for negative emotions. She points toward the thought that 
positive emotions have the ability to undo, or restore, physiological calm following 
negative emotional arousal. In a previous study, Fredrickson and Levenson (1998), found 
this hypothesis to be accurate as negative emotions elicited from a fearful film where 
mediated by a secondary film eliciting either contentment or amusement. Above and 
beyond the previously mentioned benefits attributed to the experience of positive 
emotions, it seems that an additional beneficial aspect of positive emotions is their ability 
to protect health.  
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Although limited at this time, previous research (Stone, Cox, Valdimarsdottir , 
Jandorf and Neale, 1987) indicates that we may have the ability to increase our immune 
systems simply by creating or generating positive emotions within our daily lives. 
Additionally, Futterman et al. (1994) find that an individual’s affective state has the 
ability to modify their immune system.  Their research shows that positive mood states 
are correlated with an increase in immune system functioning and negative mood states, 
with a decrease. Specifically, between Time 1 and Time 2 measurements, positive mood 
caused an enhanced immune response to the mitogen phytohemagglutinin (PHA) where 
negative mood created a decrease in immune response.  
Moreover, as seen in Fredrickson and Levenson’s (1998) study, the evoking of 
positive emotion has the ability to reduce levels of cardiovascular activation. Here they 
exposed 60 subjects to a fear-eliciting film and then randomly assigned participants to 
watch a second film which brought forth either contentment, amusement, neutrality or 
sadness. Those who viewed the positive films (contentment and amusement) were 
compared to those watching the neutral or sad films. Results indicate that those 
individuals in the positive film group had a faster return to baseline cardiovascular rate 
than those who did not. This finding may ultimately play a role in the research examining 
links between hostility, anger, anxiety and the etiology of heart disease and hypertension.  
According to Fredrickson’s (2000) “broaden and build” theory, lasting effects can 
transform people into more creative, resilient and healthy individuals by engaging in 
transient positive emotions. Furthermore, Fredrickson’s latest work, “Positive emotions 
trigger upward spirals toward emotional well-being” (Fredrickson, 2002) finds that 
positive emotions have the ability to elicit “upward spirals” of improved emotional well-
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being. Broadened thinking, characterized by the ability to engage in novel and innovative 
cognitions, and thus behaviors, is typically seen in response to the engagement of positive 
emotions. In this review, Fredrickson finds that positive affect predicts positive affect. In 
other words, positive affect measures at Time 1 predicted later positive affect measures at 
Time 2. She further suggests that through the utilization of broad-minded coping 
(enhanced attention and cognition), one can predict future broad-minded coping. Finally, 
she advocates that positive affect and broad-minded coping become intertwined and 
repeatedly influence each other leading to an “upward spiral” of positive emotions that is 
ultimately linked with broadened thinking. Although more empirical studies are needed, 
Fredrickson (in press) implies that positive emotions likely accrue and build upon each 
other, which may lead to better mental and physical health. 
Based on Fredrickson’s work, it is reasonable to hypothesize that positive 
emotions allow one to broaden his “thought-action repertoire”, build up physical, social, 
and intellectual resources, and broaden attention, cognition and action. Furthermore, the 
invoking of a positive emotion allows for an “upward spiral” of positive emotions that 
will continue to amass and synthesize thus creating the maintenance of positive emotions. 
Additionally the evoking of a positive emotion will also provide an individual with the 
opportunity to make meaning of an event that has previously elicited negative emotions 
and therefore narrowed one’s thought-action behaviors.  
As indicted previously, it is meaning, and hope, that are essential to us during 
times of stress and crisis (Harvey and Miller, 1998, Averill et al., 1990). Furthermore as 
noted by King and Pennebaker (1998) life and happiness are connected constructs and 
“meaning in life” is correlated with happiness and other positive emotions. Creating 
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meaning of an otherwise negative event may be beneficial. Empirical support for this 
concept is provided by Affleck, Tennen, Croog, and Levine (1987) who found that heart 
attack patients finding meaning in the event were less likely to have another attack and 
demonstrated less cardiac morbidity over the course of eight years.  Others have focused 
on the benefits of “making meaning” on psychological recovery after a traumatic and 
stressful event (Thompson, 1991; Schwartzberg, 1993).  
Thus, positive (non-ruminative) cognitive processing that stems from the 
formation of positive emotions are thought to broaden “thought-action tendencies”. This 
process may assist in the creation of meaning of an event that is beneficial for 
psychological and physical adjustment. Furthermore, as indicated by Fredrickson (in 
press), the initiation of an “upward spiral” of positive emotion should continue to benefit 
those who actively engage in the promotion of positive emotions.  
This process may particularly benefit those who are bereaved as even the 
“normal” process of grief brings about a large amount of negative affect and emotion. As 
previously mentioned, the process of “making meaning” will either entail the creation of 
an explanation for the loss or the finding of benefits from the loss. As is the case with 
many deaths, there is no identifiable explanation hence; assisting individuals in finding 
benefit from their loss may prove to create more helpful and satisfying outcomes. Thus, a 
combination of a writing exercise which provides the opportunity for the individual to 
engage not only in cognitive restructuring and benefit finding associated with the loss but 
also to engage in positive emotion may be most beneficial and result in better overall 
outcome.  
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1.8.2 Evoking Positive Emotion through Emotional Disclosure  
 
As shown in many of Pennebaker’s works (Pennebaker and O’Heeron, 1984; 
Pennebaker and Beall, 1986; Pennebaker, Kiecolt-Glaser and Glaser, 1988; Pennebaker, 
Barger, and Tiebout, 1989; Pennebaker, 1989) emotional inhibition is related to health 
problems and may also lead to a possible increase in psychological problems if more 
profound symptoms seen during the bereavement time period are not addressed. As found 
by Stein et al (1997), people who evaluated events more positively during bereavement 
were more likely to have the ability to develop long term plans and goals. This research 
has prompted us to look at the concept of bereavement and loss to further determine if an 
exercise initiating positive emotions will allow individuals to become less anxious, less 
depressed, more hopeful, more optimistic, and develop better coping skills following the 
loss of a loved one. 
As noted previously, some have found the act of emotional disclosure to result in 
little benefit within a bereaved population (Range, Kovac, and Marion, 2000; Stroebe, 
Stroebe, Zech, and van den Bout, 2001).To my knowledge, no one has looked at, or 
compared, the evocation of positive emotions during the actual writing session with the 
standard disclosure paradigm put forth by Pennebaker. Thus, having individuals focus on 
positive emotions during a writing exercise may provide an opportunity for the individual 
to think differently about their grief and loss, and therefore develop more positive 
adjustment to the loss. 
The focus of the present study is to determine whether or not the evoking of 
positive emotion surrounding one’s loss can improve psychological adjustment in a 
bereaved population. First, we seek to replicate the findings of the emotional disclosure 
literature that suggests that writing does indeed foster improved psychological states by 
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comparing the control (N) group and the emotional disclosure (ED) group who are 
instructed to write about a trauma, in this case a death.  Second, we seek to determine if 
Fredrickson’s “broaden and build” theory concerning positive emotions can be applied to 
a bereaved population by adding a third group – the emotional disclosure plus positive 
(P) group. When comparing the (ED) group, with the (P) group, it is hypothesized that 
the latter will promote the triggering of positive emotions surrounding the individual’s 
grief and thereby lead to a more sustained and beneficial transition for the individual 
during the bereavement period.  Third, we hypothesize that the P group will experience 
more benefit from engaging in positive emotional disclosure when compared to the ED 
group. Since we view grief from a cognitive perspective, it is believed that providing the 
opportunity for one to change their negatively focused thoughts to more positive 
cognitions will allow for a more beneficial transition through the bereavement period. 
Additionally, based upon Fredrickson's work and Davis' work in the area of "meaning 
making", it is believed that the P group will derive more benefit than the ED group as 
these individuals will have the opportunity to engage in the creation of positive emotion 
and positive cognitive restructuring.  
Based on these hypotheses, this study will help accomplish the following goals: 1) 
understand the extent to which generating positive emotions, and subsequently a positive 
outlook, in those experiencing loss can lead to a sustained positive emotional transition 
during the bereavement period; and 2) examine whether the additional component of 
positive emotion and positive cognition promotion enhances the benefits of the disclosure 
exercise for bereaved individuals. 
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1.9 Hypotheses  
 
1.9.1 Outcome Measures 
 
Hypothesis I- At the 6 weeks from the initial writing session, the ED group will 
show a decrease in “negative” outcomes (as measured by trait anxiety, depression, grief, 
hopelessness, current health, and coping styles – denial, substance abuse, behavioral 
disengagement and self blame) and an increase in “positive” outcomes (as measured by 
optimism and coping styles – active, emotional coping, instrumental coping, positive 
reframe, planning, humor, religion and acceptance) compared to the N group. 
Hypothesis II – At the 6-week follow-up, the P group will show a decrease in 
“negative” outcomes and an increase in “positive” outcomes compared to the N group.  
Hypothesis III – At the 6 week follow-up the P group will show a decrease in 
“negative” outcomes and an increase in “positive” outcomes compared to the ED group.   
  
1.9.2 Process Measures 
 
Hypothesis IV- The P group will exhibit more positive affect immediately after 
writing than the ED group.  
Hypothesis V- The P group will exhibit less negative affect immediately after 
writing than the ED group.  
 
1.9.3 Statistical Plan 
 
Multivariate analysis will be utilized to examine the first three hypotheses. 
“Positive” outcome variables (Optimism, Coping – active, emotional support, 
instrumental support, humor, planning, positive reframe, acceptance and religion) and 
“Negative” outcome variables (Hopelessness, Anxiety, Depression, Grief, Health 
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problems, Coping- denial, substance abuse, self-blame, self-distraction, and behavioral 
disengagement) will be grouped together and analyzed using a 3 x 2 (condition by time) 
MANOVA. If significance is found, post-hoc tests will be run to determine where the 
differences are found. A mixed design 2 x 3 x 2 ANOVA (condition x session x order) 
will be used to analyze the immediate effects of emotional disclosure on affect between 
groups. The 2 x 3 x 2 repeated measure ANOVA will examine both positive affect and 
negative affect between groups. 
 
1.9.4 Manipulation Check   
 
To ensure that each ED or P group participant engaged in the emotional aspect of 
writing, the content of each writing was rated as “Emotional” or “Non-emotional”. Thus, 
each participant was classified on the basis of their 3 writing samples as either an 
“Emotional” or “Non-emotional” writer.  Additionally, each letter was subjectively rated 
as “positive”, “negative”, or “neutral”. This analysis provided us with further information 
about each participant’s emotional disposition while engaged in the writing exercise. 
While we expected individuals from the P group to write more “positively” than both the 
ED and N groups based upon their instructions, this evaluation allowed us to ascertain 
whether or not individual’s from the ED group, who were specifically asked to write 
about their “deepest thoughts and feelings about their loss” were focusing on the positive 
aspects of their loss. Based upon the N group instructions, we assume that the N group 
would experience limited emotional engagement while writing. 
Any missing data was entered as the mean score of the variable by group. This is 
being done to ensure inclusion of all participants in the analysis. 
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2. Method 
2.1 Participants 
 
 Over 200 undergraduate students volunteered to participate in this experiment. 
Ninety-eight students met the criteria for participation in this study which was assessed 
by filling out a screening form (see Appendix A). All 98 students were contacted to set 
up an initial appointment. Of the 98 volunteers, 74 completed the study and met with 
research staff to complete the baseline packet. Ultimately, 66 individuals completed all 
four sessions including baseline and writing Time 1 (T1), writing Time 2 (T2), writing 
Time 3 (T3), and follow-up (T4). Of those who did not complete this research, one 
individual completed only the baseline questionnaires, three individuals completed the 
baseline questionnaire and the 1st writing session, two individuals completed the baseline, 
1st and 2nd writing sessions, and two individuals completed the baseline and all three 
writing sessions but not the follow-up session. Incomplete data was not utilized during 
the final analysis. A comparison was run between individuals who dropped out of the 
study and those who remained. No differences were found on gender, ethnicity, and 
academic term, depth of relationship with deceased or current level of distress (all p’s 
<.05).  
 
2.2  Design and Procedure 
 
 Upon recruitment from classes, students were told that they had the 
opportunity to participate in a study examining how college students cope with loss. They 
were informed that their participation in this research required them to participate in four 
sessions, three of which were writing exercises, and the fourth to complete 
questionnaires. In addition, each session required them to fill out questionnaires and 
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surveys asking them about their thoughts, feelings, and behaviors about their loss. After 
learning of the study, those students who are interested in participating in the present 
research completed a screening form (See Appendix A) and returned it to the research 
coordinator. Individuals who had experienced a loss within the last year and who rate 
themselves at a 7 or higher on a subjective distress scale (1-10, 1 = no distress and 10 – 
severe distress) were included in the sample.  A loss, for this study, is defined as death of 
a family member, friend, co-worker, or pet. Pilot data indicated that individuals who 
rated their current grief at a 7 or higher demonstrate a significant amount of grief which 
was thought to allow the individual to derive benefit from the present intervention. 
Individuals who meet these criteria were contacted and asked if they would like to 
participate in the research study. If an affirmative response was obtained, an initial 
meeting was scheduled. 
Upon arrival for the first session, the research assistant explained the nature of the 
study and asked the participant to read and sign an informed consent. Confidentiality was 
assured by assigning each participant a personal identification number (PIN). Names 
were not used on any survey, questionnaires, or writing exercises. Furthermore, all 
information was kept in a locked file cabinet to ensure confidentiality of all participants.  
 
2.3 Measures 
 
Trait-Anxiety Scale (Speilberger, 1983), The Trait portion of the State-Trait 
Anxiety Scale is a 20 -question Likert items was used to evaluate the amount of trait 
anxiety embodied by a particular respondent. The qualities looked at on this scale include 
apprehension, tension, nervousness and worry. The median alpha coefficients, which 
measure reliability for trait anxiety is .90. Test-retest reliability ranged from .73 to .86. 
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This scale was used to assess the amount of trait anxiety of the individual at baseline and 
again at the one month follow up to compare differences between groups. 
Beck Depression Inventory – II (BDI-II). (Beck, Steer and Brown, 1996) The 
Beck Depression Inventory-II is a 21-item test in multiple-choice format, which measures 
the degree of depression of an individual. The BDI-II assesses a specific symptom or 
attitude, which appears to be specific to depressed patients. Test-retest reliability for 
undergraduate students is .74 and split half reliabilities range from .78 to .93. The BDI-II 
has been utilized in a variety of populations which has led to its comprehensive 
validation. The BDI –II was used to assess the amount of depression of the individual at 
baseline and again at one-month follow-up to compare differences between groups. 
Brief COPE.  (Carver, Scheier, and Weintraub, 1997) The Brief COPE is a 
shortened version of the COPE Inventory, and is comprised of 28 items to be answered 
on a 4-point Likert scale detailing the engagement of a specific coping activity. This 
inventory was designed to address a broad range of coping responses. It can be used to 
assess dispositional coping traits, state coping looking at a particular time in the past, or a 
time-limited response looking at a period of time up until the present. Coping measures 
on the Brief COPE (active coping, planning, acceptance, humor, positive reframe, 
religion, emotional support, instrumental support, self-distraction, denial, venting, 
substance use, behavioral disengagement, self-blame) have obtained alpha coefficient 
reliabilities between .50 and .90, which is supportive of internal reliability of the 
abbreviated scales. For this study we examined the dispositional or trait-like aspects of 
coping. This inventory was given at baseline and again at follow-up to see if the assigned 
condition had an effect on coping skills. (see Appendix B). 
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Life Orientation Test – Revised (LOT-R; Scheier and Carver, 1994) The LOT-R is 
a revised version of the LOT, which utilizes a 10-item Likert scale self-report measure to 
assess the dispositional optimism of an individual. Cronbach’s alpha is .78 for the six 
items used to calculate the Optimism score, which indicates that the LOT-R has an 
acceptable level of internal consistency. Test-retest reliability was .68, .60, .56 and .79 at 
4, 12, 24, and 28 months respectively. The LOT-R was used to determine the individual’s 
dispositional optimism at baseline and again at one-month follow-up. (see Appendix C). 
Revised Grief Experience Inventory (RGEI; Lev, Munro, and McCorkle, 1993) 
The RGEI is a revised and shortened version of the GEI originally developed by Sanders 
et al., (1979).   This self-report measure is a 22-question inventory that is designed to 
quantify the grief experience for people who have experienced a loss. The subscales in 
this measure include: physical distress, tension and guilt, depression, and existential 
meaning, which are seen as characteristics of the grief period as defined by Parkes 
(1972). The internal consistency reliability α (coefficient) is .93 and the four factors of 
the scale – depression, physical distress, existential tension and guilt have alpha 
coefficients of .80, .83, .87 and .72 respectively. This inventory has been found to be a 
concise, valid and reliable measure. This Inventory was used to assess the level of grief at 
baseline and again at one-month follow-up. (see Appendix D). 
Hopelessness Scale (BHS). (Beck, 1974) The Hopelessness Scale measures 
negative attitudes about the future, which define the level of hopelessness within an 
individual. This scale was administered at the 1st and last session to determine if the 
individual’s level of Hopelessness changes before and after engagement in this 
intervention.  Median α coefficients are reported to range from .82 to .93, and the 
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correlation of test-retest reliability has been identified as .66. Furthermore, this measure 
has shown significant concurrent validity (.62 to .74) between of hopelessness.  
Health Questionnaire - This questionnaire is a variation of Pennebaker’s health 
questionnaire (1984) examining illness among spouses of suicide (Pennebaker and 
O’Heeron, 1984). Health issues are put forth and indicate varying diseases and symptoms 
(i.e. – headache, chills, insomnia). Individuals indicate whether they have experienced 
these health problems since their loss on a 5-point Likert Scale ranging from Never to 
Once a Week. (see Appendix E). 
Positive and Negative Affect Schedule (PANAS). (Watson, Clark, and Tellegen, 
1988) This survey assessed the amount of positive or negative affect for a particular time 
period (state assessment). This schedule was used to measure the positive and negative 
affect of the individual in both pre and post writing sessions. Median alpha coefficient 
ratings range from .84 to .90 and this measure has shown excellent discriminant validity. 
(see Appendix F) 
Descriptive Questionnaire – This questionnaire was provided only at baseline and 
ascertain demographic information about the individual and include information about 
the loss. (see Appendix G). 
 
2.4 Writing Instructions  
 
After the completion of the baseline questionnaires, the research assistant 
provided the designated instructions based on random assignment to conditions, and 
asked the participant to write for 15 minutes. Three conditions were utilized for this 
study: (1) Emotional Disclosure group (ED), (2) Emotional Disclosure group + Positive 
(P), and (3) Neutral group (N). All instructions for the experimental groups will be 
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modified from Pennebaker’s (1986) original writing paradigm. Instructions for Neutral 
writing were adapted from Pennebaker, Colder and Sharp (1990).  
Instructions for the ED group for all 3 sessions will be as follows: 
During your three writing days, I want you to write a letter to the individual with 
whom you have experienced a significant loss.  This loss can be of a family 
member, friend or pet. The important idea is that you write about your deepest 
thoughts and feelings about this loss and the grief that you experienced as a 
result.  A research assistant will be available to answer any questions that you 
have. After writing, please place your assignment in the envelope provided 
 
Instructions for the P group for all three sessions will be as follows: 
During your three writing days, I want you to write a letter to the individual with 
whom you have experienced a significant loss.  This loss can be of a family 
member, friend, or pet.  
 
It is common that the death of a loved one may typically bring about negative 
feelings and emotions. In this task we would like for you to consider what you 
have learned from experiencing this loss. More specifically, we would like for you 
to write about the positive insights and understanding that you have gained 
through this loss. For example: “Tell the individual what have you learned by 
having them in your life?” Write about the positive attributes that this individual 
brought to your life? Discuss the wisdom, courage, and happiness gained from 
knowing this person (or being involved in the relationship).  Also be sure to 
include information about your optimism for the future, your persistence in 
overcoming your grief and any insights gained from this relationship. A research 
assistant will be available to answer any questions that you have. After writing, 
please place your assignment in the sealed envelope provided 
 
Instructions for the N group will vary between sessions as follows: 
During your three writing days, I want you to write a letter to an imaginary 
penpal. I would like you to write about how you use your time. I will give you 
different writing assignments concerning how you spend your time. In your 
writing, I want you to be as objective as possible. I am not interested in your 
emotions or opinions. Rather, I want you to try to be completely objective. Feel 
free to be as detailed as possible. In today’s writing, I want you to describe what 
you did yesterday from the time you got up until the time you went to bed. For 
example, you might start when your alarm went off and you got out of bed. You 
could include the things you ate, where you went, which buildings you passed by 
as you walked from place to place. The most important thing is for you to describe 
your days as accurately and as objectively as possible. After writing, please place 
your assignment in the sealed envelope in the box provided. 
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Or 
Today I would like you to write a letter to your pen pal describing what you have 
done today since you work up until you have come to this experiment. For 
example, “I hit the snooze button, got in the shower, ate a bagel, etc…”Again, I 
want you to be as objective as possible to describe exactly what you have done up 
until coming to this experiment. After writing, please place your assignment in the 
sealed envelope in the box provided. 
 
Or 
 
Today I would like you to write a letter to your pen pal describing in detail what 
you will do as soon as the experiment is over until you go to bed tonight. For 
example, you might start by saying that you will walk out the door, go down the 
steps, walk across campus…Again I want you to be as objective as possible to 
describe exactly what you will do until you go to bed this evening. After writing, 
please place your assignment in the sealed envelope in the box provided. 
 
Participants from each group will be given the following instructions: 
The only rule we have about your writing is that you write continuously for the 
entire time. If you run out of things to say, just repeat what you have already 
written. In your writing, don’t worry about grammar, spelling, or sentence 
structure. Just write. Another thing, your writing is completely anonymous and 
confidential. We respect your privacy. Everything is coded by number. If you 
choose to talk with anyone about the things that you did as part of your 
participation in the study or anything related to that, please feel free to do so. 
However, please do not disclose the nature of this study or its procedures to 
anyone. Do you have any questions?  
 
Upon completion of the writing, the PANAS was re-administered. A Session 
Follow-Up Questionnaire was administered as well. 
Session Follow-up Questions – This questionnaire was administered after each 
writing session and allowed the individual to report the depth of material revealed on a 7-
point Likert Scale. Questions include:  How personal do you feel the material you wrote 
about today is to you? How distressed are you now about this topic? How much have you 
told people about the material that you are writing about today? How meaningful was this 
writing exercise to you today? (see Appendix H). 
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Instructions for session 2 and 3 were procedurally identical. The PANAS was 
administered before writing. The research assistant then provided the designated 
instructions (based on random assignment to conditions) and asked the participant to 
write for 15 minutes. Upon completion of the writing, the PANAS was re-administered, 
followed by the Session Follow-up Questionnaire.  At the last writing session (Session 3), 
a 1-month follow-up appointment was scheduled, at which time all participants 
completed questionnaires designed to assess psychosocial aspects of behavior and 
optimistic outlook for the future. 
One month after the last writing procedure, participants were asked to return to 
the research laboratory to complete the follow-up questionnaires. During this session the 
scales completed included the Trait Anxiety Scale, the Hopelessness Scale, the BDI-II, 
the Brief COPE, the LOT-R, the REGI and a One-Month Follow-Up Questionnaire. 
One-Month Follow-up Questionnaire – This questionnaire was provided only at 
the one month follow up and allowed the individual to report disclosure related activities. 
(see Appendix I). 
A debriefing session was scheduled. Participants were invited to these sessions, 
which were run by an undergraduate assistant. If a participant was unable to attend the 
session, they were provided a summary of the results.  A full outline of session numbers, 
questionnaires provided pre-writing, and follow-up questionnaires can be found in 
Appendix J. 
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3. Results 
3.1 Baseline Data 
 
Thirty-five percent of our sample (N= 23) were male and 65% of our sample were 
female (N = 43). Participants report the following in terms of education: 18.2% freshman, 
18.2% sophomores, 30.3% juniors, and 20.3% seniors. In terms of ethnicity, 62.1% were 
Caucasian, 7.6% were African-American, 24.2% were Asian, 1.6% were Hispanic, 4.5% 
classified themselves as “Other”. In terms of prior disclosure activities, 10.6% indicated 
that they currently journal on their own and 6.1% reported that they had spoken to a 
professional about their grief. Specific demographic information concerning participants’ 
gender, education, and ethnicity by group can be found in Table 1.Participants also 
reported the ‘depth’ of their relationship with the deceased on a 1-10 Likert scale. Results 
reveal that the majority of individuals rate the depth of their relationship with the 
deceased between 8 to 10, results can be found in Table 2. Furthermore, the identification 
of the deceased individual can be found in Table 3. Results indicate that the majority of 
participants had lost their grandparent (N=27, 41%). A Chi-Square analyses reveal no 
differences between groups for gender, education, and ethnicity, time period post loss, 
depth of relationship with deceased or current distress concerning the death (p’s >.05). 
However, as participants had reported a distress score of 8 or higher on a 10-point Likert 
scale during recruitment, this distress level appeared to decrease by the initial session. At 
session one, participants reported a Mean score of 6.10 with SD= 1.9. No differences 
between groups emerged on any of the outcome measures at baseline (BDI-II, Trait 
Anxiety, RGEI scales, COPE scales and Hopelessness Scale), all p’s >.05 (see Table 4).  
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3.2 Manipulation Check 
 
The writing manipulation was validated by two different methods. First, to 
determine if each participant engaged in the emotional aspect of writing, the content of 
each writing was evaluated by two independent raters as “Emotional” or “Non-
emotional”. Thus, each participant was classified as either “Emotional” or “Non-
emotional” based on the combined evaluation of their 3 writing samples. Agreement rate 
between raters was examined using a Kappa coefficient =.77 and p=.001.  A one-way 
ANOVA reveals that groups differed significantly in terms of emotional writing style, F 
(2, 58) = 81.10, p=.001. Post-hoc analyses reveal that differences were found between the 
ED and N groups, t(40) = -8.90, p =.001 and the P and N groups, t(39) = -10.70,  p =.001. 
Based on this information it is clear that individuals in the ED and P groups did engage in 
more emotional affect when writing during each session when compared to the N group.  
Second, a comparison of each group’s mood ratings pre- and post- writing was 
completed examining both positive and negative affect as measured by the PANAS. 
Based upon previous literature, we would expect that individuals in the ED group would 
increase in negative affect and decrease in positive affect as they were instructed to write 
about their deepest thoughts and feelings concerning their loss. Furthermore, we expected 
that the P group would increase in positive affect and decrease in negative affect after 
engaging in the writing exercise as they were asked to focus on the positive traits of the 
individual who had died. When groups were initially compared on Negative affect, there 
were no significant differences between groups, F (2, 67) = 1.56, p>.10. Similarly, there 
were no difference between groups on Positive affect, F (2, 67) = .47, p>.10.   
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 Since, the previous finding was in opposition to most emotional disclosure 
research previously we attempted to ascertain the type of emotion (negative/positive) 
seen in each individual writing. The actual writings were examined and rated either 
“Positive”, “Negative”, or “Neutral” based upon the overall mood of the letter by an 
independent, blind to the condition, rater. Writings from the “P” group were found to be 
primarily positive, 68.2 % (n =75), while 17.3% (n=19) of letters were found to be 
primarily negative in focus. Only 14.5% (n = 16) were thought to be neutral. Based on 
these findings, we hypothesized that perhaps some of the participants were either unable 
to maintain a “positive” focus about the deceased or avoided their emotion about the 
deceased completely. We additionally analyzed a sample of the ED and N group writings. 
Within the ED group, we expected to find that writings were characterized by an overall 
negative tone as it was assumed that these individuals were distressed about their grief 
that typically brings up negative emotion. Interestingly, only 49% (n  = 60) of the 
writings were negatively focused while 42.6% (n = 52) of the writings were characterized 
as positive. An additional 8.2% (n = 8) of the writings were considered neutral in overall 
tone, since individuals simply reported everyday events to the deceased with little related 
emotion. These results point toward the idea that not all participants were overwhelmed 
with negative affect concerning their loss. In fact, a large percentage of individuals in this 
group were writing about the positive aspects of their loss. Lastly, we examined the 
writings by those participants in the Neutral group. As these individuals were provided 
instructions to write about “everyday events” with little emotion, it is expected that all of 
these writings would be rated, “Neutral”.  While the majority of these writings were 
found to be “Neutral”, 75.3% (n = 119), at least 19% (n = 30) of the writings were 
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characterized as negatively focused and 5.7% (n = 9) were found to be positively focused. 
Overall writings from individuals in the ED or P groups can be characterized as more 
emotional (either negative or positive) when compared to writings from individuals in the 
N group. Based upon this finding we find more support for the idea that individuals in the 
ED and P groups did engage in more emotion during writing than those in the N group.   
 
 
3.3 Outcome Data 
 
Two 3 x 2 (condition x time) MANOVA’s were used to assess change over time 
for both positive and negative outcomes. No significance was found on the “Negative” 
grouping of variables either between or within groups (all p’s >.05). Additionally, no 
significance was found Between groups for the positive variables (p>.05), However, a 
significant result was found Within groups over time for positive outcomes, F(16,112)= 
2.23, p=.008. Since significance was found on the initial 3 x 2 MANOVA, we further 
examined the change in “Positive” outcome measures in the three groups.  
Based upon the within group interaction findings, we examined the data within 
groups. A univariate analysis indicates that the variables showing significant change over 
time are “Coping-Active” and “Coping-Accept”.  Follow up planned comparisons reveal 
differences within the ED group on the variable of Coping-Active t (2, 20) = 2.73, p = 
.01.  This group decreased in their ability to utilize Active Coping to deal with their loss 
(M = 5.29, SD = 1.6 to M = 4.19, SD = 1.9). A planned comparison reveals differences 
within the P group on the variable of Coping-Active as well t (2, 19) = -2.2, p<.05. This 
group increased in their ability to utilize Active Coping to deal with their loss (M = 4.45, 
SD = 1.9 to M = 5.3, SD = 1.5).  A third planned comparison also reveal differences on 
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the variable “Coping – Accept” for the P group t (2, 19) = 3.52, p<.01. This group 
decreased in their ability to utilize Acceptance as a coping strategy over time (M = 6.85, 
SD = 1.1 to M = 5.70, SD = 1.6). 
Hypothesis I – We hypothesized that the ED group would decrease on “negative” 
outcomes and increase on “positive” outcomes compared to the N group. No main effect 
or interaction effect was found for the “negative” outcomes.  No main effect was found 
for “Positive” outcomes.  However, as noted above a change was found within the ED 
group over time where the group decreased in Active Coping, t (2, 20) = 2.73, p = .01.   
Hypothesis II – We hypothesized that the P group would show a decrease in 
“negative” outcome and an increase in “positive” outcomes compared to the N group. No 
main effect or interaction effect was found for the “negative” outcomes. No main effect 
was found for “Positive” outcomes.  However, as noted above a change was found within 
the P group over time where this group increased in Active Coping, Coping-Active as 
well t (2, 19) = -2.2, p<.05. Additionally, the P group decreased in their ability to 
“Accept” their loss, t (2, 19) = 3.52, p<.01. 
Hypothesis III – We hypothesized that the P group would show a decrease in 
“negative” outcome and an “increase in “positive” outcome compared to the ED group. 
No main effect for the “Negative” outcomes or interaction effect for the “Negative” 
outcomes was found. Analysis additionally reveals no main effect for “Positive” 
outcomes. However, as noted above there was a change within both the ED group and the 
P group over time on “Active Coping” and “Acceptance”.  
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3.4 Process Measures  
 
Hypothesis IV – We hypothesized that the P group would exhibit more positive 
affect compared to the ED group upon examination of post writing scores obtained by the 
PANAS. Data was analyzed using a 2 x 3 x 2 (condition x session x order) mixed design 
ANOVA. Neither a main effect nor the interaction for positive affect and condition was 
significant, F (5, 33) = .26, p >.05 and F (5, 33) = .91, p >.05, respectively.  
Hypothesis V – We hypothesized that the P group would exhibit less negative 
affect than the ED group upon examination of post writing scores obtained by the 
PANAS. A 2 x 3 x 2 (condition x session x time) repeated measure ANOVA did reveal a 
main effect for negative affect, F (5, 33) = 5.15, p =.001, indicating that negative affect 
decreased over time. However, the interaction between negative affect and condition was 
not significant, F (5,33) = 1.03, p>.05. Table 5 exhibits the negative and positive rating 
before and after writing averaged across all writing days. It is clear from the data that 
there was no significant differences in positive or negative affect between groups either 
before or after writing sessions. 
 
3.5 Session Follow-up Measures 
 
Four questions were asked on a post-writing questionnaire completed by 
participants in each group after each writing session,  a) How personal do you feel the 
material you wrote about today is to you? b) How distressed are you right now about this 
topic? c) How meaningful was this writing exercise for you today? d) How much have 
you told people about the material that you are writing about today? These questions have 
been utilized in similar studies to assess subjective ratings of distress, personal depth of 
material, and amount of disclosure concerning the material to others. The third question 
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was utilized to help assess whether one group is experiencing the development of more 
meaning than the other groups by engaging in a specific writing exercise. The following 
analysis was broken down by session over time to help conceptualize the overall change 
between and within groups.  
After writing session 1, subjective distress rating differences were found between 
the ED and P groups compared to the Neutral group for the first three questions a) F (2, 
61) = 14.46, p <.001; ) F (2,61) = 9.50, p <.001; c) F (2,48) = 13.63, p <.001. These 
findings suggest that both the ED and the P groups felt that the material was personal and 
meaningful and that they were more distressed about the topic immediately after the 
writing session. There was no difference between groups on the number of people told 
about the writing experience. 
After the 2nd writing session, significant differences were found between the ED 
and P groups compared to the N group for the first question concerning the personal 
nature of this material, a) F (2, 58) = 14.49, p <.001. This finding reveals that both the 
ED and P group felt that the material was more personal than the N group. However, no 
significance was found between groups on the level of current distress about the writing 
topic, the meaningfulness found during the writing exercise and the number of people 
told about the writing experience. 
Following the 3rd writing session, differences were found between the ED and P 
groups when compared to the N group for questions a and c,  a) F (2, 59) = 10.69, P 
<.001; c) F(2, 48) = 9.8, p <.001. This finding reveals that the ED and P groups found 
that their writing was more personal and more meaningful to them. However, no 
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difference was found between groups on the level of current distress about the topic and 
the number of people told about the writing experience (See Table 6). 
 
3.6 Post-hoc analysis  
 
Our manipulation check revealed that the participants from the P and ED groups 
were able to disclose emotions throughout their writing sessions. However, our 
assumption that participants in the ED group would focus on the more negative emotional 
aspects associated with death when asked to explore their “deepest thoughts and feelings” 
was not founded. As indicated previously individuals in the ED and P groups were 
similar in terms of the amount of positive and negative emotion revealed during their 
writing. In order to make further sense of our findings, we collapsed the ED and P groups 
together to utilize a 2 x 2 (condition x time) MANOVA with Scheffe correction on both 
the “negative” and “positive” outcomes. No significance was found between the 
collapsed P and ED group when compared to the N group for main or interaction effects 
on “negative” or “positive” outcomes, F(12, 52) = 1.25, p>.05, F(12, 52) = .88, p>.05, 
F(12, 52) = .98, p>.05 and F(9,55) = .52, p>.05, F(9,55) = 1.23, p>.05, F(9,55) = .99, 
p>.05, respectively,  This finding suggests that the differences on the “positive” outcome 
and specifically the ability of individuals to “actively cope” or “accept” can be attributed 
to the specific instructions provided to each group.  
Since each group did not follow our assumption that the P group would write 
more positively and the ED group would write more negatively, we decided to examine 
the outcome measures comparing those who wrote negatively versus those who wrote 
more positively. Results from this analysis reveal that there were no difference on the 
“Negative” outcome measures when comparing those who wrote positively versus those 
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who wrote more negatively (all p’s>.05). When we compared individuals who wrote 
positively versus those who wrote negatively on the “Positive” outcome measures we 
again did not find any differences between groups. However, differences were found 
within groups over time as well as within group x “type of emotion” over time.  
As this was a post-hoc analysis attempting to explain our previous results we did 
not include the N group. The overall 2 X 2 MANOVA revealed a significant finding of F 
(8, 34) = 3.06, p<.05. Further comparisons indicate that the  “Coping-Accept” variable, F 
(1,41) = 6.38, p<.05 contributed to this significant finding within groups. Here the group 
who wrote more positively had decreased their ability to “Accept” their loss over time. 
When examining the interaction of the “type of emotion” and time, the “Coping-Active” 
variable contributed to the significant result, F(1, 41) = 11.57, p<.05 Those who wrote 
more positively had increased their ability the actively cope with their loss while those 
who wrote more negatively had  decreased their ability to actively cope with their loss 
over time. This finding is not surprising as it is similar to that found within groups 
initially. 
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4. Discussion 
 
Results from our research indicate that bereaved individuals who engaged in 
positively focused writing exercises report more active coping at a 6-week follow-up but 
less acceptance (as defined by the Brief Cope) of their loss. Individuals in the ED group 
report less active coping at a 6-week follow-up compared to their baseline scores. There 
was no significant difference between the ED and the P groups on this variable. Overall, 
individuals in all groups decreased in negative affect over time. 
We hypothesized that individuals who engage in an emotional disclosure exercise 
about their recent loss (ED) would have better psychological and physical health outcome 
than those who simply wrote about neutral events as a control (N). Our results do not 
support this hypothesis. However we did find that within the ED group, individuals 
experienced less active coping over time. We additionally hypothesized that individuals 
who engaged in a positive focus while writing about their loss (P) would have an better 
psychological and physical outcomes than those who simply disclosed their loss (ED) or 
wrote about neutral events (N). Our data provide limited evidence supporting this claim. 
While we did find within group change with an increase in active coping styles from 
baseline to follow-up, these same individuals report less acceptance of their loss. 
However, all individuals decreased in negative affect over time.  
 
4.1 Active Coping 
 
Active coping strategies can be seen as either behavioral or psychological 
responses utilized to change the stressor itself or how one thinks about it. Furthermore, 
active coping strategies, whether behavioral or emotional, are thought to be better ways 
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to deal with stressful events rather than avoidant strategies (Carver, Scheier, and 
Weintraub, 1997). Questions on the Active Cope measure include, “I’ve been 
concentrating my efforts on doing something about the situation I’m in” and “I’ve been 
taking action to try to make the situation better”.  Our data reveal that individuals who 
were instructed to focus on the more positive aspects of their deceased loved one appear 
to be able to engage in more effective “active” coping strategies over time.  
Fredrickson (2001) found previously that positive emotion can lead to a more 
adaptive cognitive style overall. Our research reveals that even though the P group did 
engage in the act of disclosing emotions during their writing sessions, the “positive” tone 
of the letters was not significantly different than the individuals from the ED group. This 
may be one reason that extensive psychological and physical differences were not found 
between these two groups. However, it is noteworthy to report that the P group does 
exhibit a more “positive tone” to their letters than the ED group. This may account for the 
changes seen within this group in the area of active coping. One explanation for this 
finding examines the behavioral dimension of this coping style. Since the P group 
participants report more active coping strategies, perhaps engaging in positive emotion 
and cognition can lead to more pro-active behaviors.  
Our data cannot be used to fully support the “Broaden and Build” theory, as it is 
not clearly the case that our P group engaged in purely positive focus. However, the P 
group did assume more active coping styles after engaging in the positively focused 
disclosure sessions. Interestingly, the ED group, whom we assumed to be experiencing 
pervasive negative emotion, may have had the innate ability to incorporate positive 
emotion into their view of the loss. Thus, bereaved individuals may not necessarily need 
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to be prompted to incorporate positive emotion into their cognitive focus.  A review of 
the bereavement literature brings forth various reasons why our population may not have 
achieved, or is able to achieve, the potential benefit of this exercise. 
 
4.2 Evaluation of Results on Negative and Positive Scales 
 
According to Schut, Stroebe, van den Bout, and Terheggen (2001) bereavement 
interventions are most effective for those experiencing symptoms beyond normal 
bereavement and for those who seek out assistance from others during their grieving 
period. They found no evidence that counseling or therapy helped individuals who were 
not seeking it. Since we did seek out bereaved individuals to participate in this research, 
our intervention may be more beneficial for individuals who are seeking assistance to 
deal with their grief.  Subsequently, this type of intervention may be more beneficial for 
individuals attending support groups or engaging in therapy focusing on their loss. 
Another possible reason for our findings is that the grief experienced by our 
population may have been confounded with other life stressors (i.e. - academic work, 
family obligation, other social relationships) when participants were asked to assess their 
current level of grief. Individuals were screened to have experienced a loss in the past 
year and provide a subjective distress rating of 7 or higher on a 10-point Likert scale. All 
individuals who were contacted to participate in this research met these criteria. Yet, 
during session one (1 week after recruitment), collective subjective distress ratings had 
decreased. Although it is unclear why individual’s distress rating dropped over the course 
of one week period, this finding may be a potential reason for the limitations in the 
present research.  Perhaps, our population’s subjective distress rating may be more 
variable than originally anticipated or second, our subjective measure of distress was not 
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sensitive enough to elicit a reliable score within the course of one week. Another related 
possibility for limited findings from this study concerns our participants’ distress level.  
As we had indicated previously if individuals did not experience a high level of distress 
concerning their loss, our research may not have been able to elicit a noticeable change in 
psychological and physical functioning.  
 
4.3 Coping -Acceptance 
 
Interestingly our positive group reported significantly less ability to “accept” their 
loss at 6-week follow-up when compared to their baseline level of “acceptance”. By 
asking individuals to engage in a positive focus of a distressful event, we may potentially 
be “forcing” happiness on some (King and Miner, 2000). Perhaps, individuals were 
outwardly expressing positive emotion but inwardly feeling sadness. This being said, the 
P group may not have fully engaged in the initiation of positive emotion allowing for the 
“upward spiral” indicated by Fredrickson (1998). Similarly, King and Miner (2000) 
indicated that there is a “fine line between positive focus and defensiveness” (p. 228) and 
that it is difficult to distinguish between optimism and denial. As has been found by 
Pennebaker, Mayne and Francis (1997) individuals may need to express negative 
verbiage to achieve a beneficial outcome. Thus, the expression of the hostility, anger and 
depression typically seen during a bereavement period may be ultimately more beneficial 
to experience during this time than a positive outlook on the event.  Perhaps, individuals 
in the ED group were able to be more realistic and cognitively congruent with the 
negative symptoms associated during mourning. As noted by Greenberg et al. (1996) a 
certain degree of negative emotion in writing may be necessary for individual self-
regulation. This activity allows the individual to observe himself dealing effectively with 
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the negative feelings surrounding the event. Based on the results from Greenberg’s study, 
the same benefit of self-regulation may not be true for those who emote only positive 
expression. 
 
4.4 Negative Affect over Time 
 
Additional results from this research reveal that individuals in all groups 
decreased in negative affect over time. As such, the adage that “time heals all wounds” 
may ultimately apply in the case of bereavement. As indicated by Wortman and Silver 
(1989) it is not always necessary to “work through” one’s loss. If this is the case, then it 
is possible to believe that individuals during this time period may simply need distraction 
from their loss in order to heal.  This finding is supported by a large percentage of the 
bereavement literature (Jenike, 1996; Frank et al., 1997, Parkes, 1970; Kovac and Range, 
2000) as negative feelings associated with a loss appear to decrease over time for most 
individuals. Furthermore, research examining the benefit of emotional disclosure for 
those who are grieving find null results as well (Stroebe, et al., 2001) As time certainly 
plays a large role in one’s bereavement period, time post-loss is another potential aspect 
to be factored into our findings. Although the literature is equivocal on “when” an 
individual will begin grieving following a loss, Bonanno et al, (1995) believe that 
individuals do not grieve their losses immediately and begin their bereavement 
approximately 6 months post-loss, once all of the financial and pragmatic details have 
ended. If this belief is accurate, individuals who participated in this research soon after 
their loss (within the first 6 months = 49.3 %), may have been functioning well early on 
during the intervention, yet, by the follow-up 9 weeks later were in the midst of their true 
grief thus revealing less change on psychological or physical measures.  Furthermore, as 
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indicated by Bonanno, Keltner, Holen, and Horowitz (1995), individuals who are 
emotionally expressive should be prompted to discuss their cognitions, emotions, and 
memories about the deceased in whatever timeframe they feel comfortable. As such, 
some of our participants may not have been “ready” to disclose about their loss. 
 
4.5 Post-hoc analyses 
 
We were curious to examine the negative versus positive emotional expression in 
the ED and the P groups throughout each session.  We had assumed originally that the 
ED group would write predominantly about negative emotions related to their loss rather 
than their positive emotions since there were not specifically directed to do so.  However, 
our results reveal that there are no differences found on positive or negative outcomes 
when we collapsed these two groups and compared them to the N group. These results 
can generate two alternative assumptions. First, both the ED and P groups report 
significantly more distress than individuals in the N group only after the first writing. 
Thus, the level of distress after writing was relatively equal among all groups for writing 
sessions 2 and 3. This supports the finding that the P group did not increase in positive 
affect as originally anticipated, since they were also feeling distressed after writing. Even 
when asked to focus on positive aspects of their loss, as seen in the writing samples, this 
focus may have been too difficult to complete in light of the negative emotion concerning 
their loss. Another hypothesis brought forth by these subjective measures is that there is 
no difference between the groups concerning the meaning generate from the writing 
exercise. As all groups were similar in terms of the “meaningfulness” associated with 
their writing, it is possible that all groups were able to “find meaning” (even the N 
group). As a result, it is possible that the neutral group is creating meaning of their loss 
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through writing about their everyday experiences or reflecting on cognitions or behaviors 
experienced when asked to write about daily events. 
 
4.6 Writing Style of the Bereaved 
 
The emotional content analysis of our writings brought forth unexpected results. 
While writings from our P group participants were most often positively focused (69%) 
there were some writings that were negatively focused as well (31%). This finding 
supports the idea that some of our participants were unable to focus primarily on the 
“strengths and virtues and ultimate meaning from the death”.  Writings from our ED 
group, anticipated to be more negative in focus, were found to be positive 65% of the 
time and only 31% of the writings were found to be characterized negatively. This 
supports Wortman and Silver’s (1989) claim that distress or depression is not inevitable 
following a loss. Many of our participants who were instructed to write about their 
“deepest thoughts and feelings about their loss” focused on the positive outcomes of the 
event. Lastly, although the N group was instructed to focus on daily life activities and 
report them without emotion, this was not always found to be evident in the writing. 
Although 68% of the writings were clearly neutral with no report of emotion or the loss, 
some were characterized as negative (19%). Some individuals in the Neutral group 
appeared to be creating meaning through a daily event report. Others wrote about 
activities that “reminded me of you (deceased)”. Ultimately, this may have led to the 
subjective report of similar “meaningfulness” for all individuals. Nolen-Hoeksema and 
Larson (1998) reveal that it is the meaning that we create from an event that has the 
potential to bring us benefit. Thus, although provided separate instructions, those in the N 
group may have had the opportunity to “create meaning” outside of the research setting 
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or through writing about their daily events (i.e. - looking at a picture of the deceased or 
picking up the phone to call the deceased). Future research should have N groups write 
about something more concrete (i.e. – describe this room in explicit detail). Additionally, 
future research should look toward various ways to initiate positive emotion associated 
with the loss as the P writing instruction does not appear to have elicited significantly 
more positive emotion than the ED writing instruction. 
 
4.7 Limitations and Population Parameters 
 
A limitation of this research may have been the cohort of participants examined. 
As these were college students, the loss noted in this population was predominantly from 
an older family member (65%). Harvey (2001) conveys that it is the perception of the 
loss and its impact on the survivor’s identity that will change the depth of the survivor’s 
grief. In the present research, it is quite possible that the death of a grandparent or older 
relative is more “expected” and this expectation may have allowed a “quicker” flight into 
psychological and physical health for our population. This belief is supported by Jennings 
(1996) who reports that the sense of loss felt when a grandparent dies can be thought of 
as predictable and students may feel more able to with this type of death than the death of 
a young friend or relative.  
Additional potential confounds to the present research is the percentage of 
students who currently engage in journaling (16.4%) and the number of students who 
have spoken to a professional about their loss (13.3%). These findings may impact the 
effects of emotional disclosure as our population may have been exposed to additional 
emotional disclosure and/or the opportunity to create meaning.   
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4.8 Future Directions  
 
Previous research (Stroebe, Stroebe, Schut, Zech, and Van den Bout, 2001) 
indicates that emotional disclosure may not provide psychological beneficial for those 
who are grieving. The present study offers evidence that individuals who engage in 
writing about their grief do report more active coping styles and are more accepting of 
their loss over time. Future research in this area should attempt to utilize a population that 
seeks out assistance with their grief (i.e. – support groups) and indicates a high level of 
distress associated with their grief. Based upon our findings, a subjective distress rating 
may not be the best way to assess level of grief and an objective grief measure would be 
more appropriate to ascertain grief level. Lastly, as an inspection of our writing samples 
indicate participants in both the P and ED groups wrote predominantly in a positive way 
about their loss, while those in the N group wrote from a negative perspective 
approximately 19% of the time. Thus, it may be that grievers are able to focus on the 
“meaning” or “wisdom” obtained from the death when asked to simply search their 
thoughts and feelings. On the other hand, those who are asked to write about daily events 
may feel somewhat avoidant and their distressful thoughts and feelings about the loss 
infiltrate their daily event reporting. 
4.9 Conclusion  
 
As has been noted clearly in the literature, grief is the reaction to the loss of a 
loved one and can be thought of as an adjustment period. Most individuals are able to 
navigate this loss on their own without any professional assistance. As indicated by 
Lindstrom (2002) there is too much conflicting evidence within the field of bereavement 
to claim that “we know the best way to grieve” (p. 19).  She indicates that to determine 
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the most appropriate way to grieve we should engage in additional naturalistic and non-
interfering observations of bereaved individuals. These results will provide us with more 
information on coping with loss, levels of social support utilized, mood, anxiety, quality 
of life, meaning in life, physical health information and severity and duration of grief 
reactions. Similarly, the current research suggests that grieving is an individualized 
process navigating both positive and negative emotion, cognition and behavior in 
response to the loss. While some individuals may benefit from positively focused 
interventions, others may benefit from first disclosing their negative emotion related to 
their loss. Generally, it seems that the death of a loved one can lead to intrusive thoughts 
and feelings associated with the loss may which may confound and possibly, “overcome” 
any instructions for specific psychological interventions such as those seen in this study. 
It may be most beneficial for bereaved individuals to have the opportunity to disclose any 
of their emotions as they vacillate and change over the course of time. Ultimately, our 
research does supports the idea that negative affect decreases over time whether or not 
the bereaved engages in an emotional disclosure intervention. This finding may be 
applicable for the population utilized in this research as the deaths themselves were 
primarily “expected”. The field of thanatology would benefit from future studies 
examining the role of affect over time for those experiencing a traumatic loss, (those that 
are not “expected”) to see if this finding remains true for all bereaved individuals.   
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Appendix A - Screening Form 
 
 
 
 
Name: ______________________________________________________________ 
 
Email Address: _______________________________________________________ 
 
Phone: ______________________________________________________________ 
 
Best way to reach me:  email   phone 
 
How long ago was your loss?  
Please be as specific as possible (i.e. - 3 months, 2 years) ______________________ 
 
Please identify who has died (sibling, grandparent, friend): _____________________ 
 
On a scale of 1-10 how would you rate your current distress about the loss?  
(0 = no distress, 10 = severe distress) _____________ 
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Appendix B - Brief Cope 
 
 
 
These items deal with ways you've been coping with the stress in your life since you experienced your 
loss.  There are many ways to try to deal with problems.  These items ask what you've been doing to cope 
with this one.  Obviously, different people deal with things in different ways, but I'm interested in how 
you've tried to deal with it.  Each item says something about a particular way of coping.  I want to know to 
what extent you've been doing what the item says.  How much or how frequently.  Don't answer on the 
basis of whether it seems to be working or not—just whether or not you're doing it.  Try to rate each item 
separately in your mind from the others.  Make your answers as true FOR YOU as you can.  
 
 1 = I haven't been doing this at all  
 2 = I've been doing this a little bit  
 3 = I've been doing this a medium amount  
 4 = I've been doing this a lot  
______  1.   I turn to work or other activities to take my mind off things.  
______  2.   I concentrate my efforts on doing something about the situation I'm in.  
______  3.   I say to myself "this isn't real.”  
______  4.   I use alcohol or other drugs to make myself feel better.  
______  5.   I get emotional support from others.  
______  6.   I give up trying to deal with it.  
______  7.   I take action to try to make the situation better.  
______  8.   I refuse to believe that it has happened.  
______  9.   I say things to let my unpleasant feelings escape.  
______  10. I get help and advice from other people.  
______  11. I use alcohol or other drugs to help me get through it.  
______  12. I try to see it in a different light, to make it seem more positive.  
______  13. I criticize myself.  
______  14. I try to come up with a strategy about what to do.  
______  15. I get comfort and understanding from someone.  
______  16. I give up the attempt to cope.  
______  17. I look for something good in what is happening.  
______  18. I make jokes about it.  
______  19. I do something to think about it less, such as going to movies, watching TV, reading,  
 daydreaming, sleeping, or shopping.  
______  20. I've accepting the reality of the fact that it has happened.  
______  21. I express my negative feelings.  
______  22. I try to find comfort in my religion or spiritual beliefs.  
______  23. I try to get advice or help from other people about what to do.  
______  24. I learn to live with it.  
______  25. I think hard about what steps to take.  
______  26. I blame myself for things that happened.  
______  27. I pray or meditate.  
______  28. I make fun of the situation.  
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Appendix C - LOT-R 
 
 
 
Please be as honest and accurate as you can throughout. Try not to let your 
response to one statement influence your responses to other statement. There are 
no “correct” or “incorrect” ANSWERS. Answer according to your own feelings, 
rather than how you think “most people” would answer. 
 
1 = I agree a lot 
2 = I agree a little 
3 = I neither agree nor disagree 
4 = I Disagree a little 
5 = I Disagree a lot 
_____________________________________________________________________ 
 
 
1.  In uncertain times, I usually expect the best 
  
2.  It’s easy for me to relax   
      
3.  If something can go wrong for me, it will. 
      
4.  I’m always optimistic about my future.  
     
5.  I enjoy my friends a lot   
     
6.  It’s important for me to keep busy. 
 
7.  I hardly ever expect things to go my way. 
 
8.  I don’t get upset too easily. 
 
9.  I rarely count on good things happening to me 
 
10.  Overall, I expect more good things to happen to me than bad. 
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Appendix D - Revised Grief Experience Inventory 
 
 
 
Revised Grief Experience Inventory (RGEI).  Read each item and decide quickly how you feel about it; then circle 
the number of the item that best describes your feelings.  NOTE – First determine if you AGREE or DISAGREE 
with the ITEM and then determine to what extent you feel with this answer (slight, moderate, or strong)                                 
               AGREEMENT 
Slight          Moderate      Strong 
DISAGREEMENT 
Strong         Moderate     Slight 
1.  I tend to be more irritable with others 
      since the death of my loved one.                      
    1 
 
      2     3      4       5      6 
2.  I frequently experience angry feelings.         1 
 
      2     3      4       5      6 
3.  My arms and legs feel very heavy.               1 
 
      2     3      4       5      6 
4.  I have feelings of guilt because I was           
    spared and the deceased was taken 
    1 
 
      2     3      4       5      6 
5.  I feel lost and helpless     1 
 
      2     3      4       5      6 
6.  I have had frequent headaches  
     since the death 
    1 
 
      2     3      4       5      6 
7.  I cry easily.                                    1 
 
      2     3      4       5      6 
8.  Concentrating on things is difficult     1 
 
      2     3      4       5      6 
9.   I feel extremely anxious and unsettled     1 
 
      2     3      4       5      6 
10. Sometimes I have a strong desire to 
       scream 
    1 
 
      2     3      4       5      6 
11.  Life has lost its meaning for me     1 
 
      2     3      4       5      6 
12.  I am not feeling healthy.        1 
 
      2     3      4       5      6 
13.  I frequently feel depressed.               1 
 
      2     3      4       5      6 
14. I have the feeling that I am watching 
      myself go through the motions of living.         
    1 
 
      2     3      4       5      6 
15.  Life seems empty and barren     1 
 
      2     3      4       5      6 
16.  I have frequent mood changes.       1 
 
      2     3      4       5      6 
17.  Small problems seem overwhelming     1 
 
      2     3      4       5      6 
18.  I have lost my appetite.                                        1 
 
      2     3      4       5      6 
19.  I seem to have lost my energy  
 
    1 
 
      2     3      4       5      6 
 
20.  I seem to have lost my self-confidence      1 
 
      2     3      4       5      6 
21.  I am usually unhappy     1 
 
      2     3      4       5      6 
22.  I am awake most of the night.     1       2     3      4       5      6 
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Appendix E – Health Questionnaire 
 
 
 
On this questionnaire, several common symptoms or bodily sensations are listed. Most 
people have experienced most of them at one time or another. Next to the number 
corresponding to the symptoms shown below, circle the letter before the statement that 
indicates how frequently you have experienced that symptom since your loss.  
 
A = Have NEVER, or almost never experienced this since my loss (Never) 
B = Less than once a month since my loss (Rarely) 
C = Once a month or so since my loss (Sometimes) 
D = Every week or so since my loss (Often) 
E = More than once a week since my loss (Very frequently) 
 
 
A  B  C  D  E   Lump in throat 
A  B  C  D  E   Out of breath 
A  B  C  D  E   Racing heart 
A  B  C  D  E   Insomnia 
A  B  C  D  E   Tired or fatigued  
A  B  C  D  E   Chills 
A  B  C  D  E   Dizziness 
A  B  C  D  E   Heaviness in chest 
A  B  C  D  E   Nausea; Upset stomach 
A  B  C  D  E   Pains/cramps in stomach 
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Appendix F - PANAS 
 
 
 
This scale consists of a number of words that describe different feelings and emotions.  
Read each item and then mark the appropriate answer in the space next to that word.  
Indicate to what extent you feel this way at this moment.  Use the following scale to 
record your answers. 
 
  1  2  3  4  5 
    very slightly         a little     moderately      quite a bit       extremely 
    or not at all 
 
 
 
  1. ____ interested   1. ____ irritable 
  2. ____ distressed   2. ____ alert 
  3. ____ excited   3. ____ ashamed 
  4. ____ upset    4. ____ inspired 
  5. ____ strong    5. ____ nervous 
  6. ____ guilty    6. ____ determined 
  7. ____ scared    7. ____ attentive 
  8. ____ hostile    8. ____ jittery 
  9. ____ enthusiastic   9. ____ active 
  10. ____ proud   10. ____ afraid 
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Appendix G – Descriptive Information 
 
 
 
1. Gender  _____   Male _____   Female 
2. Date of Birth ______ Month  ______ Day     ______ Year 
3. Age  ______________________ 
4. Education  What year are you?  _____ Freshman   _____ Sophomore   _____  Junior    _____ 
Senior _____  Other __________ 
5. Ethnicity     ___Caucasian    ___ African-American    ___ Hispanic    ___ Asian    ___ Native 
American    Other _________________ 
6. Religion   - Please identify your religion   _______________________________________  
   Are you currently a member of a religious organization? ____ Yes    _____ No  
   How often to you go to religious services _______________________________ 
7. Have you experienced a loss in the past year? If Yes, How long ago was your loss? 
_____ Yes _____ No  Loss was _______ months ago   
8. What is the nature of this loss?   
Death:     _____ Family Member     _____ Friend         _____ Pet 
   _____ Other (explain) _____________________________________________ 
9.  If you answered “Family Member” to Question #7 – please indicate relationship (i.e. 
grandmother, aunt, brother, etc.) ________________________________________________ 
10.  How long had you known the individual before the loss occurred? (i.e. – I’ve had my dog for 6 
years, I’ve known my grandmother my whole life – 22 years). Please answer in years and months 
_______________________ 
11. On average, how much contact did you have (includes in-person, phone conversations, 
emails, etc) with this individual?   
  _____     More than once a day (7+ times a week) 
 _____ Once a day (7 times a week) 
 _____ Between 1 and 6 times a week 
 _____    Every other week  
 _____ Once a month 
 _____ Every other month  
 _____ Other ___________________________ 
 
12. On a scale from 1 – 10 (1= not very close and 10 = extremely close), how would you rate the 
depth of your relationship with the deceased.        _______ 
 
13. On a scale from 1 – 10 (1 = not very upset and 10 = very upset), how upset by this loss do you 
feel that you were at the time ___________  are currently __________ 
 
14.  Do you journal on a regular basis about your thoughts and feelings? __ Yes __ No  
 
15. Have you spoken to a therapist, counselor, priest, etc. about your grief?  __ Yes  __ No  
If so, can you please indicate  who _______________________________________ 
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Appendix H – Session Follow Up 
 
 
 
Session Follow-up Questions 
 
 
1. How personal do you feel the material you wrote about today is to you? 
 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
 
 
2. How distressed are you right now about this topic? 
 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
 
 
3.    How meaningful was this writing exercise to you today? 
 
 
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
 
 
4.  How much have you told people about the material that you are writing about 
today? 
 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
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Appendix I – One Month Follow Up 
 
 
 
As part of our experiment, we had you write about a certain event(s) or experience(s). 
Please answer the following questions as they relate to this exercise. 
 
1. To what degree do you believe that you “opened up” and shared your deepest thoughts and 
feelings about the event that you wrote about? 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
 
2. To what degree do you better understand the problem about which you wrote? 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
3. How distressed are you now about this topic? 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
 
4. To what degree do you feel better? 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
5. How much has writing helped you cope with your feelings about this event? 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
 
6. How much have you discussed the experience(s)/event(s) that you wrote about after participating 
in the writing activity?? 
       
1 2 3 4 5 6 7 
Not At All     A Great Deal 
 
The next 2 questions refer to our request that you not talk about the nature of the study or its 
procedures of the study to anyone. Provision of this information can help us better understand 
our findings. Please be truthful. 
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10. At the beginning of this study we asked that you not talk to anyone about the details and 
procedures of the study. Of course, this many have been “more easily said than done” How many 
people did you talk about the study itself with?  ________ (approximate number of people) 
 
11. On a Scale of 1- 10, how much did you talk about what you did as a participant in the study? This 
does NOT refer to talking about the content that you wrote about but what you actually had to do 
in this study. ___________  (1 = I gave no details and  6 = I gave all details) 
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Appendix J - Session and Measurement Grid 
 
 
 
Extra 
Credit 
Session Questionnaires Writing (15 min) Questionnaires 
(5min) 
 
 
1 pt 
 
1 
(wk 2 of term) 
 
(40 min) 
 
Baseline: (20 min) 
Trait Anxiety 
BDI-II 
RGEI 
LOT-R 
Brief COPE 
Descriptive Questionnaire 
Hopelessness Scale 
Health Questionnaire 
 
*PANAS 
 
 
Random 
Assignment: 
Group A – ED 
Group B – P 
Group C – N  
 
Follow-up: 
PANAS 
Follow-up 
Questionnaire 
 
Assignment 
based on initial 
grouping 
 
 
 
 
 
 
 
1 pt 
 
2 
(wk 3 of term) 
 
(30 min) 
 
(10 min) 
PANAS 
 
 
Group A – ED 
Group B – P 
Group C – N 
 
 
Follow-up: 
PANAS 
Follow-up 
Questionnaire 
 
 
1 pt 
 
3 
(wk 5 of term) 
 
(30 min) 
 
(10 min) 
PANAS 
 
 
 
Assignment 
based on initial 
grouping  
Group A – ED 
Group B – P 
Group C – N 
 
 
Follow-up: 
PANAS 
Follow-up 
Questionnaire 
 
 
1 pt 
 
4  
(wk 9 of term) 
 
(15 min) 
 
(15 min) 
Trait Anxiety 
BDI-II 
RGEI 
LOT-R 
Brief COPE 
Hopelessness Scale 
One-month follow-up quest. 
Health Questionnaire 
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Appendix K – Tables 
 
 
 
Table 1 Participant Characteristics  
 
________________________________________________________________________ 
  
       P     ED     N 
     % (N)   % (N)   % (N) 
Gender 
       Male   50 (10)   28.6 (6)  28 (7) 
      Female  50 (10)   71.4 (15)  72 (18) 
Education 
     Freshman  15 (3)   14.3 (3)  24 (6) 
      Sophomore  10 (2)   14.3 (3)  28 (7) 
      Junior   45 (9)   19 (4)   28 (7) 
      Senior   30 (6)   47.6 (10)  16 (4) 
Ethnicity 
      Caucasian  54 (13)   66.7 (14)  56 (14) 
      African-American 5 (1)   9.5 (2)   8 (2) 
Hispanic  5 (1)   ----------  -------- 
      Asian   15 (3)   23.8 (5)  32 (8) 
      Other   10 (2)   -------   4   (1) 
 
 
------- = no data reported 
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Table 2 Depth of relationship with the deceased 
 
 
 
 
Likert Score 
 
N % 
1 
 
1 1.5 
3 
 
2 3.0 
5 
 
6 9.1 
6 
 
5 7.6 
7 
 
15 22.7 
8 
 
17 25.9 
9 
 
7 10.6 
10 
 
13 19.7 
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Table 3 Relationship to the Deceased 
 
Relationship N % 
Brother 
 
1 1.5 
Cousin 
 
4 6.1 
Mother 1 1.5 
 
Father 
 
3 4.5 
Friend 
 
3 4.5 
Pet 
 
1 1.5 
Aunt 
 
5 7.6 
Uncle 
 
3 4.5 
Grandmother 
 
17 25.8 
Grandfather 
 
10 15.2 
Great Grandmother 
 
1 1.5 
Great Aunt 
 
1 1.5 
Friend’s parent 
 
2 3.0 
Nursing Home patient 
 
1 1.5 
Unknown 
 
13 19.7 
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Table 4 Baseline ANOVAs by Condition 
 
  
 
 
Measure df f Sig 
Trait Anxiety 2 .88 .42 
Total Health Score 2 .45 .64 
BDI-II 2 .07 .99 
RGEI – Existential 2 .07 .93 
RGEI – Depression 2 .49 .61 
RGEI- Guilt 2 .17 .84 
RGEI – Physical Distress 2 .12 .89 
LOT-R 2 .72 .50 
COPE active coping 2 1.27 .29 
COPE – positive reframe 2 .77 .47 
Hopelessness 2 .26 .77 
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Table 5 - PANAS; Negative and Positive ratings before and after writing averaged 
across all days 
 
 
Condition 
 
PANAS (P) 
 
 
PANAS (N) 
  
M 
 
SD 
 
M 
 
SD 
 
ED 
    
   Before 30.00 10.06 18.30 6.99 
   After 29.54 11.24 18.46 7.54 
     
P     
   Before 27.18 7.73 22.86 6.21 
   After 27.17 8.74 18.21 5.73 
     
N     
   Before 28.77 6.89 18.48 7.36 
   After 27.58 7.77 16.64 7.19 
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Table 6 Session Follow-up Questions by group 
 
 
Session 
(Question) 
ED 
X (SD) 
P 
X (SD) 
N 
X (SD) 
F P Differences  
 between groups
1a 
1b 
1c 
1d 
6.1 (.74) 
4.6 (1.8) 
5.5 (1.8) 
3.7 (1.7) 
5.4 (1.4) 
4.2 (1.3) 
5.5 (1.1) 
2.9 (1.7) 
3.8 (1.9) 
2.5 (1.6) 
2.9 (1.7) 
3.3 (1.9) 
16.6 
11.3 
17.5 
1.1 
.001 
.001 
.001 
.3 
(ED/N) (P/N) 
(ED/N) (P/N) 
(ED/N) (P/N) 
 
2a 
2b 
2c 
2d 
5.4 (1.3) 
3.2 (1.4) 
4.9 (1.4) 
3.4 (1.8) 
5.5 (1.3) 
3.4 (1.3) 
5.4 (1.5) 
3.4 (1.8) 
3.3 (1.8) 
2.5 (1.6) 
4.2 (4.9) 
2.8 (2.7) 
15.1 
2.6 
.69 
.56 
.001 
.08 
.50 
.57 
(ED/N) (P/N) 
3a 
3b 
3c 
3d 
5.6 (1.0) 
3.4 (1.5) 
4.8 (1.6) 
3.1 (1.8) 
5.5 (1.2) 
3.5 (1.5) 
5.4 (1.3) 
3.2 (1.7) 
3.7 (2.0) 
2.7 (1.7) 
3.2 (1.6) 
3.6 (1.9) 
10.2 
1.7 
9.8 
.41 
.001 
.19 
.001 
.66 
(ED/N) (P/N) 
 
(ED/N) (P/N) 
 
 a = How personal do you feel the material you wrote about today is to you?  
 b = How distressed are you right now about this topic?  
 c = How meaningful was this writing exercise for you today?  
 d = How much have you told people about the material that you are writing about today? 
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